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Early Gall-Bladder Pathology’ 


BY JOHN B. DEAVER, M.D., LL.D. 
Formerly Professor of Surgery in the Medical Department of the University of Pennsylvania 
AND 


STANLEY P. REIMANN, M.D. 
Pathologist to the Lankenau Hospital, Philadelphia, Pa. 


The cause of disease is without doubt 
one of the most fundamental and perplex- 
ing problems which confront the medical 
profession as a whole. In addition to this 
the surgeon faces another very important 
and perplexing problem—that is, the early 
recognition of diseases which are surgical 
in their later course and thus essentially 
surgical from the very beginning. It was, 
therefore, with considerable dismay that I 
beheld the title assigned to me for this 
evening’s discussion. The perplexities are 
rendered greater by the fact that it is not 
the early case which as a rule comes to the 
surgeon; thus he does not often have the 
opportunity of studying disorders in their 
earliest stages. The majority of surgeons, 
I feel sure, could tell much more about the 
later manifestations of surgical disease than 
the early ones. This I .believe is true 
especially of the gall-bladder cases, for in 
these perhaps more than in any other type 
of surgical disease of the upper abdomen, 
with the possible exception of duodenal 
ulcer, the actual beginning dates back at 
least several years before the surgeon is 
consulted. Indeed, in the vast majority of 
instances cholecystitis as we see it at the 
operating table is a cholecystitis of long 
standing, the first symptoms of which are 
generally referable to the stomach. I 
believe it is Moynihan who applies the 


1Read before the College of Physicians, Philadelphia, 
Pa., February 6, 1924. 


term “gall-bladder dyspepsia” to these 
patients. Their diagnosis is usually con- 
fused under such terms as_ indigestion, 
gastric catarrh, neuralgia of the stomach, 
or some other convenient but non-informa- 
tive term. 

It is only rarely that patients in the early 
days of their trouble present the character- 
istic picture of disease of the gall-bladder. 
By this I mean that it is only seldom that 
they complain of the symptoms as outlined 
in the various text-books. Their usual 
complaints are epigastric distress follow- 
ing meals (more of the nature of vague 
discomfort than anything else), belching of 
gas, regurgitation, usually acid, with very 
little tenderness in the region of the gall- 
bladder. Perhaps there may be tenderness 
along the entire lower right costal margin. 
The x-ray, without which many of our 
modern clinicians would not dare to begin 
to make a diagnosis, practically never shows 
any abnormality in the region of the gall- 
bladder. Such is the vague history of 
patients in the early stages of their 
gall-bladder infection, and it is most diffi- 
cult to recognize these symptoms as arising 
in that viscus. Ordinarily the condition 
yields to intelligent medical treatment for a 
time, but our experience, as well as that of 
many others who have seen numerous 
cases, shows that sooner or later they come 
to the surgeon, and at operation the gall- 
bladder is found to be the site of an infec- 
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tive process which from the pathological 
anatomy of the organ can be said to have 
been present at least for some little time. 

It is in the cases not perfectly clear 
clinically and in which immediate operation 
cannot be conscientiously advised that the 
Lyon method of diagnosis and treatment 
should be given a trial; I frequently 
recommend it when consulted about opera- 
tion and where I cannot satisfy myself as 
to the wisdom of surgery at that particular 
time. It is not necessary for me to say that 
Dr. Lyon has given much thought and care 
to the development of his method and is 
carrying it out in a scientific, painstaking 
and conscientious manner. 

The actual pathology of this early infec- 
tion has been well described by MacCarthy, 
who, adopting the dynamic rather than the 
static view-point, characterizes it as not 
consisting of definite, clearly defined and 
easily distinguished pathological lesions, but 
as stages of a pathological process com- 
prising an infection of the mucosa of the 
gall-bladder, and the common or cystic 
ducts. I am gratified to say that this 
dynamic view-point, urged from the patho- 
logic side, lends force to the surgeon’s 
clinical arguments. The pathologic pro- 
cess is a progressive one, and this, as has 
been so frequently pointed out, is one of 
the principal factors that render cholecystic 
disease so important and make its early 
recognition so very desirable. The first 
changes in this progressive picture affect 
the mucosa: increased mucus is secreted, 
and cells are cast off. Beneath the mucosa 
there are the changes characteristic of 
inflammation, modified only by the fact that 
it is in a hollow organ, consisting of active 
congestion, and the formation of an exudate 
which in the milder cases may be merely of 
a serous nature -with a few scattered pus 
cells entering the picture, and in the 
more pronounced ones a violent suppura- 
tive inflammation of the worst type 
of infection. Personally I doubt, both 
from clinical and pathologic experience, 
whether the inflammation remains in the 
mucosa alone for more than a short period, 
because at operation the experienced eye 
can note changes in the luster of the organ, 
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and the experienced finger can detect cer- 
tain definite changes in the thickness and 
elasticity of the walls of the viscus. 
Pathologically, the microscope reveals quite 
clearly the involvement of the walls in the 
inflammatory process. This in its turn 
leads to the more ready absorption of septic 
products and anatomically to the formation 
of the cholecystic adhesions which are so 
often encountered. I furthermore believe, 
on the basis of clinical experience, that a 
gall-bladder once infected rarely returns to 
an entirely normal condition. This is par- 
ticularly true in cases in which the chronic 
inflammation has been aggravated by the 
presence of stones. The resultant lesions can 
be corrected only by mechanical means. No 
one better than the surgeon is in the position 
to observe that complete restoration of 
anatomic conditions is rare indeed, and that 
the repeated attempts at healing only add 
to the deformity already established. This 
is readily explained by the close relation- 
ship between the gall-bladder and con- 
tiguous organs, and even though the infec- 
tion in the gall-bladder may be self-limited, 
it is continuously subjected to the action of 
new infective bacteria coming from the 
liver. 

Infection as a causative factor of gall- 
bladder pathology is no longer doubted, 
although the route by which this infection 
reaches the organ is still a matter of dis- 
cussion. More recently evidence has been 
accumulating to indicate that the liver is 
the original distributor of the infection, and 
the lymphatics are the avenue by which it 
is carried to the gall-bladder. 

If this is true, then early gall-bladder 
pathology is really pathology of the liver 
and the lymphatics leading to the gall- 
bladder. Many, or at least some, of 
the attacks of so-called biliousness are 
therefore expressions of early liver con- 
tamination by way of the portal system, 
spleen, and so on. In our work at the 
Lankenau Hospital we have for years been 
finding hepatitis and cholecystitis in liver 
tissue removed during cholecystectomy— 
that is, when the gall-bladder is removed, 
bits of liver tissue adhere to it, and these 
have been carefully sectioned and studied. 
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The pathologic lesion found practically 
constantly is degeneration of the liver cells, 
which varies from a mild cloudy swelling 
to decided fatty degeneration and even focal 
necrosis. The degenerative changes occur 
in the milder cases; in more _ serious 
cholecystitis we find practically constantly 
an increase in the connective tissue of the 
portal spaces, with frequent pus-cell infil- 
tration, edema, and other kinds of inflam- 
matory exudate. Furthermore, the cross- 
sections of the small ducts which we 
encounter in these sections oftentimes show 
evidences of catarrh, or the more serious 
lesion of desquamation and the presence of 
a pus cell or two in their lumina. In brief, 
the liver tissue of the gall-bladder bed is 
never without involvement when the gall- 
bladder is diseased. May not then the 
pathology of the gall-bladder have its 
starting-point in the liver in certain cases, 
and if so, is not the symptomatology of 
early gall-bladder pathology practically the 
symptomatology of a low-grade hepatitis or 
cholecystitis ? 

A very common picture in gall-bladder 
disease is an opaque area of the liver im- 
mediately overlying the gall-bladder. Fur- 
thermore, in the advanced cases the liver is 
frequently found fibrosed, particularly the 
right lobe. I must emphasize particularly 
the right lobe, because pathology has taught 
us that the ordinary Laennec cirrhosis 
usually begins in the left lobe. Now it is 
important in view of this to consider some 
of the possible reasons for these facts. 
Among French writers it has long been 
held that the various lobes of the liver 
have different functions, although no 
definite proof that this is so has been forth- 
coming. In some experimental work which 
we have done we have found by catheter- 
izing the ducts coming from separate lobes 
of the liver in the dog that, in fact, the rate 
and quality of secretion of bile varies in 
the different lobes. Our analyses have 
covered only bile pigment, bile salts, 
cholesterin, and total nitrogen, and the 
quantities of these various substances have 
varied in twenty-four-hour samples from 


the different lobes of the liver in this 
animal. 
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‘his work is far from complete—in fact 
it is merely a beginning, but a suggestive 
one. In the dog the splenic vein enters or 
joins with the superior mesenteric at almost 
a right angle to form the portal vein. If 
India ink is injected into one of the radicles 
of the splenic vein there is more of this 
substance deposited in the left lobe than 
in the right. If the India ink is injected 
into one of the intestinal vessels in the 
region of the ileocecal junction, more of 
the India ink is carried to the right lobe 
than to the left; in other words, the seg- 
ment of portal vein between its formation 
and the point where it divides into two main 
right and left branches is so short that there 
is no time for a complete mixing of the 
bloods coming from the splenic vein and the 
superior mesenteric vein. Furthermore, it 
has been shown by others that oil droplets 
and other substances injected in the same 
way are distributed in the same manner. 
This opens up a very interesting field for 
experiment. At present we can merely 
speculate, but does it not seem reasonable 
that toxic materials and bacteria should be 
more likely to be distributed to the right 
lobe, that is, closer to the region of the 
bed of the gall-bladder, than to the left 
lobe? Is not the ileocecal region the most 
heavily infected part of the gastrointestinal 
tract—the cesspool, as it has been called? 
This does not even mention the appendix 
in that neighborhood, and you all know my 
feelings on the subject of appendicitis and 
its relation to upper abdominal disease. 

Before going further, let me sum up 
what these factors mean. It seems to me 
that it will be necessary to think of early 
cholecystic disease not only in terms of that 
viscus, but also in terms of the liver; it 
seems that we should make efforts to detect 
these early changes in liver function. The 
small amount of experience we have had 
with so-called liver functional tests has 
not been satisfying, but we feel that it is 
nothing to excite wonder. In the case of 
the kidney, we have an organ the secretion 
of which can readily be collected; further- 
more the function of the kidney, compli- 
cated as it is, we must admit is simple 
compared to the function of the liver, and 
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it will be necessary to study the funda- 
mentals of liver function and its subdi- 
visions before any great amount of progress 
in this direction can be expected. 

This matter of lymphatic passage of 
infection is quite intriguing. Our general 
knowledge of the methods of spread of 
infection via these channels is on a fairly 
secure foundation, but when we begin to 
ask specific questions in the case of specific 
organs such as the gall-bladder, we are 
immediately confronted by many perplexi- 
ties. It has been said that infection of the 
gall-bladder may travel upward from the 
duodenum through the lymphatics in the 
walls of the common duct and cystic duct. 
Obviously, if this is the case infection may 
travel also in the opposite direction; and of 
this I am far more positive than of the 
former, for you all know my views on 
lymphangitis and lymphadenitis involving 
the glands along the cystic and common 
ducts, and of pancreatic lymphadenitis and 
chronic pancreatitis. At least twenty-five 
per cent of my cases that come to operation 
for cholecystitis or cholelithiasis present 
some enlargement of the pancreatic lymph 
glands and the glands along the common 
duct. A more potent route possibly is that 
via the lymphatics from the liver in the 
neighborhood of the gall-bladder, which 
Adami referred to many years ago as sub- 
infection, and which now is familiarly 
known as focal infection, etc. We know, 
too, that in certain circumstances it is pos- 
sible for bacteria to penetrate the bowel 
wall, leaving it to all intents and purposes 
intact, and to enter the liver via the portal 
system, and that the liver may filter them 
out and excrete them in the bile and thus 
infect the gall-bladder; or they may enter 
the lymphatics and be carried to the gall- 
bladder via those channels. 

We must not forget, however, that 
another possibility has been shown both 
in man and in experimental animals.’ 
Charcoal, that is, carbon particles, have 
been fed by mouth to patients with biliary 
fistula; in less than twenty-four hours 
carbon particles appeared in the fluid 
exuding from the fistula. Experimentally, 


%Goldman: 1912, 12, Munchener Medizinische Wchsrft. 
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it has been shown that this transport of 
carbon particles from the duodenum upward 
takes place along the mucous membrane of 
the common duct, and has nothing to do 
with either peristalsis or antiperistalsis of 
the ducts. In other words, particles of 
matter can ascend the common duct from 
the duodenum. Be this as it may, the 
important point is that infection reaches 
the gall-bladder and tends to remain there 
once it has gained even a slight foothold, 
and that its eatly recognition and removal 
will prevent disastrous consequences, such 
as acute or chronic pancreatitis and possibly 
perforation of the gall-bladder, carcinoma, 
etc. 

A notable contribution to the study of 
the gall-bladder is that made by Sweet a 
few weeks ago to the College, in which he 
called attention to and emphasized anew the 
possible relationship between that trouble- 
some condition known as visceroptosis or 
splanchnoptosis and cholecystic disease. 
Visceroptosis accentuates the angulation of 
the gall-bladder on the cystic duct, thus 
preventing its proper emptying as well as 
its proper filling. It is not an uncommon 
complaint of patients presenting the clinical 
symptoms (confirmed by s-ray) of vis- 
ceroptosis to have more or less vague pain 
in the right hypochondrium radiating to the 
back and right shoulder-blade, so character- 
istic of gall-bladder pathology. Since some 
of us at any rate no longer operate for the 
relief of splanchnoptosis, we lose the 
opportunity of inspecting the gall-bladder. 
The diagnosis of cholecystic disease in 
these patients can be made ordinarily on 
clinical symptoms alone, and perhaps in 
certain instances by the correlation of lab- 
oratory findings. 

Then again appendicitis may be the fore- 
runner of cholecystitis. I refer not so 
much to those cases in which the appendix 
lies high and by direct or almost direct con- 
tinuity is in very close proximity to the 
gall-bladder, but those in which there have 
been several repeated acute attacks of 
appendicitis, with comparative freedom in 
the interval between attacks; and to those 
in which there has been a_ progressive 
chronic inflammation. 














Clinically, | have frequently had occa- 
‘ 


( 
sion to observe, and no doubt many of you 
here have been confronted by the same cir- 
cumstance, the strong resemblance between 
the symptoms of lesions in the gall-bladder 
and the symptoms of what later proved to 
be a chronic appendicitis ; and on the other 
hand, I have had the experience of finding 
that appendectomy may fail to relieve a pa- 
tient of his digestive troubles, and on reopen- 
ing the abdomen, the actual site of disease 
is found to be the gall-bladder. This error 
in diagnosis is entirely pardonable because, 
as I have stated above, the differentiation 
between inflammation in an appendix, par- 
ticularly when it is in a high position, and 
cholecystitis cannot always be made clin- 
ically, and in addition, even with a good 
the 
presence of cholecystitis may be doubtful. 


exposure in an opened abdomen, 
Cholecystic adhesions do not always indi- 
cate a diseased gall-bladder, but they arouse 
that suspicion and upon further evidence 
warrant the removal of the organ. 

Next to disease of the gall-bladder the 
most common upper abdominal disorder is 
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duodenal ulcer, which in my experience 


rarely gives rise to adhesions. Therefore 


the presence of cholecystic adhesions 
may be taken to indicate not duo- 
denal ulcer but cholecystitis, or pos- 


Adhesions as_ trouble 


makers are familiar to us all. 


sibly appendicitis. 
The diag- 
nosis is often a convenient one to mask our 
lack of definite knowledge, but they are 
annoying to the victim and not less so to the 
surgeon who is called upon to remove them. 
The simple fact that inflammation of the 
gall-bladder and its vicinity is a potent 
cause of the development of adhesions is 
only another argument in support of the 
statement that deformity occasioned by 
cholecystitis rarely can be entirely cor- 
rected, and emphasizes all the more the de- 
sirability of early recognition and early 
treatment of disease of the gall-bladder. It 
is only by seeing large numbers of cases 
in their early stage that the surgeon in 
cooperation with the and the 
pathologist will be able to make a more 
definite contribution to the subject than is 
represented by this attempt. 


internist 





Improvement in the Roentgen-ray Diagnosis of 
Gall-Bladder Disease’ 


BY WILLIS F. MANGES, M.D. 


Clinical Professor of Roentgenology in the Jefferson Medical College of Philadelphia 


The title of the paper indicates that we 
no longer confine ourselves to the proposi- 
tion of demonstrating the presence of gall- 
stones to establish a diagnosis of gall- 
bladder disease. 

When gall-stone shadows are present, the 
diagnosis is naturally positive. Many of the 
gall-bladders containing stones also give 
definite shadows of the outline of the 
gall-bladder and its other contents, and also 
frequently a pathological gall-bladder that 
does not contain stones casts a distinguish- 


able and positive shadow. 


In this case we 


read before the College of Physicians of 


1A paper 
Philadelphia. 





feel that diagnosis of gall-bladder disease 
is quite as positive as if gall-stone shadows 
had been present. This type of gall-bladder 
is not always shown in definite shadow, for 
its outline may be irregular because of 
adhesions, or it may be so far from its 
so-called normal position that we hesitate 
to distinguish it from some intestinal loop. 
If adhesions are present, there is usually 
deformity of the stomach, duodenum, or 
colon, and this gives us a fairly definite 
clue to the probability of pericholecystitis. 
Again, the gall-bladder that does not drain 
well, if it comes in pressure contact with 
the even the 


stomach or duodenum or 
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hepatic flexure of the colon, will produce 
a depression that takes the shape of that 
part of the gall-bladder that is in contact. 
This is considered positive evidence of 








ee 


Fig. 1. 





Note the positive shadow of the gall-bladder sur- 
rounding the stones in the gall-bladder. 


gall-bladder disease because the peristaltic 
movements of the stomach or intestines 
should compress the gall-bladder—in fact, 
this is probably the most important factor in 
the physiology of the situation. This de- 











Fic. 2.—Note definite dense shadow of enlarged gall-bladder 


formity may be present with the patient in 
one position and not in another. 

So far we have enumerated the more 
common direct signs of diseased gall- 
bladder. There are certain functional 
disturbances and palpatory signs that fre- 
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lend support to the diagnosis. 
Hyperperistalsis of the stomach—especially 
of the multiple-wave type—is considered by 


Carman to be a rather important corrobora- 


quently 


tive sign. More or less constant spasm of 
the antral end of the stomach may be 
present, but must be carefully differentiated 
from organic lesion of the stomach itself. 
We have found that hypermotility of the 
intestines, during the first six hours after 
the barium meal is given, is also very 
commonly associated with gall-bladder dis- 
Irritability of the duodenum and 
reversed peristalsis of the duodenum is 
another functional disturbance that is fre- 
quently noted. Undulating irregularity in 
the outline of the right diaphragm, accord- 


ease. 











Fic. 3. 


Gall-bladder shadow quite positive. 


ing to Hickey, rather strongly indicates 
right upper quadrant pathology, although it 
is sometimes difficult to rule out adhesions 
or irregularities on the upper surface of the 
liver. On palpation, in the presence of 
duodenal deformity, one may elicit tender- 
determine that adhesions exist. 
This, however, is only practicable in reason- 
ably slender individuals. 

When none of the positive signs are 
present, we naturally take the history and 
clinical aspects of the case into considera- 
tion, and weigh these together with the 
indirect signs above enumerated, and, if we 
succeed in eliminating organic lesion of the 
stomach, duodenum or appendix as the 


ness or 











cause, we feel justified in making a prob- 
able diagnosis of gall-bladder disease. This, 
of course, may be spoken of as a diagnosis 
by exclusion. 

Another and most important advantage 
in a Roentgen-ray examination is that mul- 
tiple lesions may be present or that lesions 
in the abdomen other than diseased gall- 
bladder may be present and be clearly 
demonstrated by means of the Roentgen 
ray. For instance, we have on numerous 
occasions found gall-stones present when 
the patient’s symptoms were definitely 
referable to the right kidney, or, as you 
will see in the slides, we have found gall- 
stones and kidney stones in 
patient. 


the same 
And it is not an uncommon occur- 
rence to find a patient who has a duodenal 
ulcer, a gall-bladder lesion, and a diseased 
appendix, or some other organic lesion in 
the abdomen. In view of these facts we 


have come to look upon a study of the 
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gall-bladder as a definite indication for a 
study of all of the abdominal organs, and, 
for that matter, at least a fluoroscopic study 
of the chest as well. It is a much more 
complex matter than an examination, for 
instance, of the urinary tract, in which case 
nearly all of the stones cast positive 
shadows and the kidneys themselves are 
always outlined, so that any variation from 
the normal in size and position is easily 
noted. And then, too, the symptom-complex 
of urinary lesions is much more dependable 
than that involved in a gall-bladder lesion. 
And, again, any indication for a gastrointes- 
tinal study makes it imperative also that we 
make a definite effort to visualize the 
gall-bladder or demonstrate the presence of 
stones. The roentgenologist who limits 
himself to a few exposures of the gall- 
bladder region cannot hope to give full 
service to the patient. 


Now, with regard to gall-stones. From 





Fic. 4.—Deformity of first and second portion of the duodenum due to gall-bladder adhesions, also dilatation of duodenal 
cap and spasm in the gastric antrum. 





Brere) 
Tor 


the roentgenographic point of view they 
may be classified as follows: 

1. A single dense stone casting a uni- 
formly dense shadow. 


2. Multiple, fairly dense stones, which, 








Fic. 5.—Gall-stones in enlarged pathological gall-bladder. 
Note positive shadow of gall-bladder. Stone in right kidney. 


by their size, shape, position, and arrange- 
ment, warrant easy positive diagnosis. 

3. Collection of dense sand, giving a quite 
positive shadow. 


4. Stones, frequently single, which con- 











Fic, 6.—Single gall-stone, quite dense. 


tain only thin surface deposits of material 
dense enough to cast positive shadows. 

5. Stones, usually multiple, which are 
definitely less dense than surrounding struc- 
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tures and which cast so-called “negative 
shadows.” 

6. Stones, usually multiple, which do not 
cast distinguishable shadows. 

The single, uniformly dense stone always 
presents the problem of differential diag- 
nosis between gall-stone and kidney stone. 
The most dependable means of differentia- 
tion is by the injection of the kidney pelvis 
with an opaque solution under fluoroscopic 
observation, when, by palpation or the 
breathing motion or varying the angle of 
exposure, one may determine that the two 


shadows are in separate locations. Roent- 
genographically, varying the angle of 


exposure may settle the question, and if it 
can be shown that the kidney is not movable, 











Fi. 7. 


Multiple facetted gall-stones in gall-blaader and a 
large stone in the cystic duct. 


a direct lateral exposure will often be suffi- 
cient to conclude the diagnosis. 

Second, multiple, fairly dense stones are 
so characteristic in appearance that a diag- 
nosis is immediately positive. We will 
show a number of cases of this type— 
mainly to illustrate the variation in size, 
shape, number and density, and especially 
the variation in the location of the gall- 
bladder. They represent the most common 
type. 

The next class—collection of dense sand 
—is relatively rare. It may be very small 
in amount or it may almost fill the gall- 
bladder. It is recognized by the rounded 
lower border of the shadow, taking the 
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outline of the inner surface of the gall- 
bladder. 

The fourth class—stones having only 
thin surface deposits that are dense enough 
to cast shadows—is an extremely important 
class, from the view-point of the roent- 
genologist. The shadows may be extremely 
delicate and will be found only in films or 
plates of excellent quality and made with 
reasonably short exposures. ‘This type of 
stone is fairly common. They are fre- 
quently large. Only careful search will at 
times reveal them. 

The fifth class—stones, usually multiple, 
that are less dense than surrounding struc- 
tures, so that they cast “negative shadows” 
—might be called, from the roentgeno- 











Fic. 8. Large number of very small stones in pendulous 
gall-bladder. 


graphic point of view, “the speculative 
group,’ and one should be extremely care- 
ful to eliminate small collections of gas in 
the duodenum or colon as the cause of 
“negative shadows” before interpreting 
them as gall-stone shadows. They are 
much more apt to be shown in gall-bladders 
that contain very dense material or in gall- 
bladders with dense walls, so that in the 
immediate surrounding structures there is 
a tissue or substance of considerably more 
density than the gall-stones themselves. 

Of the gall-stones in the sixth class—the 
stones that do not cast distinguishable 
shadows, either positive or negative—there 
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is little to be said except that we always 


suspect their presence when we see a 
definite crescentic-shaped depression in the 
duodenal cap or some other portion of the 
gastrointestinal tract in the right upper 











Fic. 9. —Large gall-stone with surface deposit of calcareous 
material. 
quadrant. We suspect this because it fol- 
lows that a gall-bladder filled with stones 
will not be readily compressible. 
The Potter-Bucky diaphragm has almost 

















Fic. 10.—Single gall-stone with very thin deposit of calcare- 
ous material on surface. 
revolutionized roentgenographic diagnoses 
of lesions of the abdomen, particularly 
where the question of calculi is involved, 
and we feel that a very much greater per- 
centage of gall-stones can be found with 
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the use of this diaphragm than was possible 
before it was perfected. In addition to 
this, the intensifying screens have been 
improved very materially so that they not 
only lend themselves to rapid exposures, 
but are practically free from granular 
defects. And, finally, the film emulsion of 
to-day requires only half the exposure that 
was necessary a little more than a year ago. 
As a final step in the way of improvement, 
a larger number of roentgenologists are 
actually making an effort to demonstrate 
gall-bladder lesions. 
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The advantages of a Roentgen-ray study 
need hardly be mentioned. The informa- 
tion is quickly obtained; it is painless; it 
furnishes evidence that can be weighed by 
means of the sense of sight; and it so fre- 
quently reveals the unexpected and the 
unsuspected that it seems hardly fair to the 
patient not to give him the benefit of such 
study. 

[A more comprehensive article on this 
subject by the author may be found in Dr. 
Lyon’s book, “Non-surgical Drainage of the 
Gall-Bladder,” Lea & Febiger, 1923.] 


Pyelonephritis Complicating Pregnancy’ 


BY J. C. APPLEGATE, M.D., F.A.C.S., Philadelphia, Pa. 


Professor of Obstetrics, Temple University, Department of Medicine; Obstetrician, Samaritan and 
Greatheart (Garretson) Hospitals 


This paper is but a brief résumé of the 
subject based on facts gleaned from the 
recent literature, together with our personal 
observation of pyelonephritis complicating 
pregnancy. 

The term “pyelonephritis” is used in 
preference to pyelitis because it is difficult 
to believe that pus in the pelvis of the 
extraburdened kidney of pregnancy can 
often exist without some disturbance of the 
kidney substance, and as a matter of fact, 
by far the largest percentage of urinalyses 
in pyelitis show the coexistence of varying 
degrees of nephritis by the presence of at 
least occasional casts. 

This not include the 
primary nephritics in pregnancy: that is a 
different story, but is limited to pyelitis and 
the secondary involvement of the kidney 
substance as a result of the extension of the 
local infection (pyelitis) to the kidney sub- 
stance proper. 

Although rare, simple pyelitis exists pro- 
portionately more frequently than pyelo- 
nephritis 


discussion does 


when the complication arises 


during the puerperium. 





1Read before the Scientific Meeting of the Samaritan 
Hospital Staff, February 25, 1924. 


It was my desire to present a paper in- 
cluding all of the cases in the Samaritan 
Hospital during a definite period, one or 
five years, which would have given an 
opportunity to arrive at more definite con- 
clusions with regard to the malady, but this 
was made impossible by reason of the short 
notice of meeting and time to collect the 
data. 

Pyelonephritis exists much more fre- 
quently than we have formerly been led to 
believe, varying in from 3 to 10 per cent 
of all pregnancies, as noted by different 
observers. 

Of my last one hundred pregnancy cases, 
eight have had pyelonephritis, four of 
whom were referred during the existence 
of the complication ; two were in the wards 
of the hospital, and two were my own 
private patients; eight per cent in all. 

The complication does not exist more 
frequently than heretofore, but is more 
frequently recognized, by reason of the 
more intensive prenatal study, including 
critical urinalyses. 

Doubtless many mild cases pass wholly 
unrecognized when the advice of a physi- 
cian is not sought, or when the condition 











may be mistaken for “grip” or some other 
transitory disease. 

It occurs more frequently in the primi- 
para than in the multipara, and one attack 
predisposes to another. From 20 to 30 per 
cent of the cases thus complicated develop 
pyelonephritis in subsequent 

It may occur at any time 
pregnancy after the second month, 
seen most frequently during the 
third, during or soon after the 
month. 


pyelitis or 
pregnancies. 
during 
but is 
middle 
fourth 

The chief complaint of these patients in 
the beginning is pain or intense aching in 
the region of one or both kidneys; more 
unilateral and limited to the 
Malaise, headache and anorexia 
present with varying degrees of 
temperature in practically all cases, and 
chills or rigors in about 85 per cent of the 
cases. The pain radiates from the region 
of the kidney involved to the thigh, or may 
be in the direction of the epigastrium or 
along the course of the ureter and to the 
genitalia. 

Micturition is frequent and painful in the 
majority of the cases, while the urine is 
deficient in amount and highly concentrated. 
The average amount excreted in twenty- 
four hours by our patients when treatment 


frequently 
right side. 
are usually 


was instituted was about 24 ounces per 
diem, increasing to double the amount under 
treatment. All of the urines of the three 
house cases here reported were catheterized 
specimens and all contained pus cells. 

Case F.,  primipara, aged 
twenty-two. Was admitted to the hospital 
1-26-24 in her twenty-fifth week of gesta- 
tion, having had chills and fever irregularly, 
with an occasional sweat for the past two 
months. 


1.—Mrs. 


Her personal and family history were 
negative and her pregnancy normal up to 
the fourth month, having suffered only 
from rather persistent nausea during the 
third month, just prior to the onset of the 
present malady. 

Her chief complaint was pain over her 
right abdominal region radiating to and 
from the region of her right kidney. These 
symptoms, together with frequent and pain- 
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ful micturition, which in the beginning led 
the family physician to suspect cystitis, had 
also existed for two months. 

Her urine in the beginning was highly 
concentrated and the average amount 
voided in twenty-four hours was about one 
pint. Under treatment by her family phy- 
sician the amount increased to two liters in 
twenty-four hours. This patient 
admitted to the hospital in a chill, and the 
first temperature registered was 101°. 
After having been under treatment for 
three days her temperature, having oscil- 
lated between 99° and 101°, dropped to 
normal and remained normal during the 
two weeks she was in the hospital, except 
for two days during which time the 
urotropin coincidentally had been discon- 
tinued, and then reached only 99.2°. 

An analysis of the catheterized specimen 
of urine on admission showed acidity with 
1018 specific gravity, a trace of albumin, 
sugar negative, occasional casts, many pus 
cells, few blood cells, and a few mucous 
shreds. 

Her urinalysis (2-7-24) 
shows but few pus cells ; otherwise there is 
little change in the urine. She still has 
intermitting pains, but is greatly improved. 
Her pregnancy is progressing normally, 
with normal fetal movements and distinct 
fetal heart sounds. 


Was 


most recent 


Case 2.—Mrs. K., aged twenty-one; para 
II. Six and a half months pregnant. Her 
first pregnancy, labor and puerperium were 
uncomplicated. The first child was fifteen 
months old at the beginning of the present 
pregnancy. Family history is negative, 
likewise her personal history until the 
present pregnancy. 

When seven weeks pregnant she began 
to have backache, with occasional localized 
pains in the region of the right kidney, 
radiating along the course of the right 
ureter to the bladder, associated with 
irregular chills and fever. Under treatment 
by her family physician, who regarded the 
condition one of pyelonephritis, these symp- 
toms subsided, and instead she began 
(about four months ago) to pass blood- 
streaked urine and numerous small soft 
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calculi, large enough to block the urethra 
and to occlude the catheter when used. 
This condition continued with frequent 
micturition of highly concentrated bloody 
urine associated with intense pain in the 
bladder and urethra, aggravated by lying 
down, until her condition became unbear- 
able. Three weeks ago she was referred 
for hospital treatment. February 6, 1924, 
she was cystoscoped by Dr. Thomas, and 
through a dilated 
calculi, embedded in the mucous membrane, 
especially around the neck of the bladder, 
were 


urethra several small 


removed. The «a-ray taken by Dr. 
Bird at about six months gave an outline 
of the fetal skeleton, but did not show the 
existence of the calculi. 

Urinalysis on admission: reaction acid, 
a trace of albumin, sugar and_ indican 
Microscopically, many red cells; 
few leucocytes, mucous shreds; pus cells 
and many bacteria. B. P., sys. 130, dias. 80. 

The latest analysis of urine (2-23-23) 


~ 


negative. 


shows acid reaction, sp. gr. 1030, a marked 
trace of albumin, and microscopically, 
numerous red cells, few leucocytes, many 
bacteria and triple phosphates. 

Blood examination shows blood chlorides 
3 per cent. Blood urea on admission .063 
gram to 100 cc of blood. One week later, 
after operation, her blood urea dropped 
to .03 gram to 100 ce of blood. 

This 


coming 


patient had no temperature after 
to the hosp‘tal, her pyelonephritis 
disappeared under treatment prior 
to the development of the bladder condi- 
tion. She still passes large quantities of 
“sand,” but has little or no 
discomfort, and the periods of micturition 
instead of every ten or fifteen minutes are 
now from four to six hours. 


having 


what she terms 


Her subjec- 
tive symptoms have greatly improved, and 
the fetus is apparently undisturbed in the 
process of development. 

3—Mrs. H., aged twenty-two, 
primipara, in her seventh month of gesta- 
tion. Admitted to the hospital 2-9-24, hav- 
ing been ill one week. Personal and family 
negative. Her pregnancy was 
normal until 2-2-24, then 6% months, when 


( ‘ase 


history 
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she was suddenly attacked with blindness 
which lasted only for a few minutes, and 
was followed by vertigo with blurred vision. 
On the same date she began to have pain 
in the right lumbar region radiating to the 
pelvis, with temperature, which continued 
until admitted to the hospital a week later. 

Her physician suspected a pelvic condi- 
tion complicating pregnancy, and referred 
her to the gynecologic wards of the Samari- 
tan Hospital. 

A diagnosis of pyelitis was made by Dr. 
Hammond, in which we concurred, and she 
was transferred to the obstetric department. 
Temperature 103.1°, pulse 100, and respira- 
tion 25. The absence of chills was noted, 
but the pain over the region of the right 
kidney, radiating along the course of the 
ureter into the pelvis, was continuous. 

This patient’s temperature was variable, 
oscillating between 104.2°, the highest point 
registered, and 101°, dropping to normal 
on the eighth day after treatment was in- 
stituted. 

Urinary analysis showed a trace of 
albumin, many triple phosphates, a few 
squamous and a few pus cells. The blood 
examination after admission, 2-11-24, gave 
a negative Wassermann. Hemoglobin 50 
per cent; erythrocytes 3,200,000, leucocytes 
13,600. B. P., sys. 125, dias. 70. 

Blood examination after having been 
under treatment for eight days (2-19-24): 
Hemoglobin 55 per cent, 
3,570,000, leucocytes 14,200. 

Dr. Clark reports’ that he found colon 
bacilli in a culture made from a catheter- 
ized specimen of this urine. 

The ophthalmological department reports 
nothing abnormal in their eye examination. 

The one thing that determines the fate 
of the unborn child is the height and dura- 
tion of the temperature. 


erythrocytes 


A persistently 
high temperature for eight or more days 
should cause apprehension as to the fate 
of the child. 

Although this patient came into the hos- 
pital with a temperature of 103°, and was 
persistently high for four or five days 
afterward, the child is living and appar- 























ently well, as is the patient herself, barring 
the anemia that usually exists for a time. 
Various theories have been advanced 
with regard to the etiology of pyelitis or 
pyelonephritis. The most prominent pre- 
and 


lesions of the intestinal tract with stasis. 


disposing causes are urinary stasis 
Urinary stasis from compression, distor- 
the ureters and dilatation of the 
upper ureteral tract, favoring the multipli- 
cation of organisms present in the bladder, 


tion of 


and permitting their ascent by reason of 
ureteral antiperistalsis, is the view of some 
authorities. 

While the complication arises most fre- 
quently at about the time that the enlarging 
uterus passes over the brim of the pelvis, 
compression of the ureter sufficient to pro- 
duce pathological changes in the urinary 
tract, though the uterus tends to sag to the 
right, is doubted. 

The most plausible and generally ac- 
cepted that 
present in nearly all pregnant 


theory is intestinal _ stasis, 
women, 
favors an increased multiplication of colon 
bacilli, and whether by the blood stream, by 
metastasis, the lymphatic system or the 
urinary tract, nearly all agree that this is 
the organism that finds its way to the 
pelvis of the kidney and is responsible for 
pyelitis in a large percentage of the cases. 

The greatest interference with intestinal 
peristalsis, creating constipation and intes- 
tinal stasis by compression, is about the 
fourth month, when the enlarging uterus, 
before it rises, completely fills the pelvic 
cavity thereby favoring stasis. 

Trumpp in his paper before the Ameri- 
can Medical Association in June, 1923, 
found colon bacilli in the urine of fourteen 
out of seventeen cases of follicular enteri- 
tis, showing the possibility of transudation 
from the intestinal tract to the urinary 
tract. 


The treatment of the cases reported was 
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rest with the free use of liquids, a liquid 
diet consisting largely of milk, alkalinized 
with milk of magnesia, an abundance of 
water, bicarbonate of soda or citrate of 
potassium, or both, alternated with urotro- 
pin. External heat over the painful area 
small of Dover’s powder 
combined with small doses of aspirin if 
required for pain. 


and doses 
Sedatives are rarely 
Careful attention to 
the gastrointestinal tract as a_ prohibitive 


necessary, however. 


and curative measure to guard against and 
control stasis and to prevent the multiplica- 
tion of colon bacilli is imperative. 

Pelvic lavage with one of the silver salts 
constitutes the instrumental treatment for 
the obstinate cases. Pyelonephritis in the 
absence of other indications is not ordinar- 
ily an indication for Cesarean section. 

While exacerbations and recurrences in 
the same pregnancy are the rule, the ter- 
mination is nearly always favorable by the 
expectant plan of treatment as outlined 
above. 

The interruption of pregnancy is rarely 
necessary. 

Ureteral catheter drainage in preference 
to lavage for the obstinate cases has its 
advocates, and still a few advocate direct 
surgical kidney measures, but both neph- 
rotomy and nephrectomy, during an active 
attack, are to be condemned. 

The fate of the child has attracted a great 
deal of attention: the loss from abortions, 
prematurity and the prolonged high tem- 
perature having been placed as high as 35 
per cent, and as low by other authorities as 
5 per cent. 

Not more than 5 per cent of our cases 
have spontaneously aborted or delivered 
prematurely. Not more than 5 per cent 
have required the interruption of preg- 
nancy, and then as a rule it has been after 
the child reaches the viable age and is not 
sacrificed. 





Biliary Tract Drainage Without Duodenal Tube 






BY B. L. KNIGHT, M.D. 
Cedar Rapids, Ia. 


During the past six years the procedure 
known as “non-surgical drainage of the gall- 
bladder” has received well-deserved atten- 
tion. First suggested by Meltzer’ in 1917, 
and placed on a firm clinical and therapeu- 
tical foundation for the comparison of re- 
sults by Lyons? in 1919, it has since that 
time been followed by a host of writers on 
both sides of the subject. No matter how 
much the 
theories involved, or as to the origin of the 
different colored specimens obtained, it is 
to-day recognized by every large hospital as 


controversy exists regarding 


a very valuable aid in the diagnosis and 
treatment of certain diseased conditions in 
the upper abdomen. 

The use of the duodenal tube by the Melt- 
zer-Lyon technique is absolutely necessary 
for a definite differential diagnosis of upper 
abdominal trouble, but as a temporary thera- 
peutic measure, and as an emergency treat- 
ment for the relief of certain gall-bladder 
pains, definite results can often be obtained 
by following the simple procedure here out- 
lined, without the use of the duodenal tube. 

In the original Meltzer foot-note' on this 
subject we find this statement: 
menting with magnesium sulphate I ob- 
served that the local application of a 25- 
per-cent solution of that salt on the mucosa 
(of the duodenum) causes a complete local 
relaxation of the intestinal wall. 
not exert such an effect when the salt is ad- 
ministered by the mouth, that is, when it 
has to pass through the stomach before it 
reaches the intestine.” No explanation was 
offered to show what change the magnesium 


“In experi- 


It does 


sulphate undergoes to so modify its action, 
and Lyons? in his original paper does not 
further discuss the oral administration of 
the drug. 

It has long been demonstrated that mag- 
nesium sulphate given by mouth is but 
slightly absorbed and passes through the 
entire bowel unchanged, exerting its effect 
by withdrawing fluid from the tissues to 
which it comes in contact. Others recog- 
nized this fact, as is shown by the paper of 


Smithies* and others who claim the oral ad- 
ministration “haphazard,” but still admit 
its possibilities by the following: “It has 
been stated that there is no necessity for the 
direct introduction of magnesium sulphate 
solution into the duodenum through a tube; 
that this solution introduced into the stom- 
ach produces the same effect as when used 
Certainly it is true that if 
magnesium sulphate is introduced into the 
empty stomach and the solutions are hyper- 
isotonic to the blood salts, they are capable 
(through both the magnesium and sulphate 
radicals) of producing physiologic effects on 


introduodenally. 


the pyloric section of the stomach and the 
They 
They thus 
act as local irritants to the duodenal mu- 
cosa; if they are retained but a few minutes 
in the duodenum, this temporary stay in the 
duodenum stimulates the Lyon-Meltzer re- 
flex.” 


proximal portion of the duodenum. 
leave the stomach very quickly. 


In a normal individual the mere presence 
of food passing from the stomach into the 
duodenum will cause a relaxation of the 
duodenum and Oddi’s sphincter, and at the 
same time a contraction of bile-ducts and 
gall-bladder. This process, which can de- 
pendably be. brought on by magnesium sul- 
phate, is explained and amply confirmed as 
“the law of contrary innervation,” first ob- 
served by Doyon‘ and correlated by Meltzer 
and others. If no ‘pathology present, the 
drug will set up this reflex, and by the 
Meltzer-Lyon technique one can soon with- 
draw the magnesium sulphate and in a few 
minutes obtain bile from common bile-duct, 
gall-bladder, hepatic ducts and liver in a 
of events. But 
should Oddi’s sphincter or the common duct 
be so edematous that bile could not pass, 


now well-known series 


due to mechanical obstruction, as might 
occur in many pathological states, as catar- 
rhal jaundice, duodenitis, pancreatitis, in- 
flammation from moving stones, etc., it 
will be seen that although the reflex is set 
up no bile can pass. It is in this particular 
group of cases with edema, that magnesium 
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sulphate has a distinct advantage over food 
and other “reflex” excitants, due to its ad- 
ditional hygroscopic action, which will first 
remove the congestion, and then allow the 
Thus 


we can understand why Finkelstein’ could 


law of contrary innervation to act. 


not replace the magnesium sulphate by 
benzyl benzoate, atropine sulphate, etc. In 
pathological cases with distended gall-blad- 
der much of the cystic duct will be in close 
apposition to the duodenum. This will ex- 
plain why results are not attainable in ab- 
normal cases by the first installation of the 
drug, but the method should not be consid- 
ered a failure until the salt has been allowed 
to remain and time has been given for it 
to produce its maximum hygroscopic effect. 
If after repeated attempts as above no bile 
is produced, one should assume that the ob- 
struction is due to either cancer, stone, or 
adhesions, and surgical intervention advised ; 
hence its great value as a diagnostic aid. 
Since the essential thing is to keep the 
hypertonic solution in the region of the 
ampulla, one can take advantage of certain 
anatomical factors to aid in retaining the 
fluid in the second portion of the duodenum. 
When the body is in the horizontal position, 
the first portion of the duodenum descends 
as it passes over the body of the vertebrz to 
the right side, and is in close relation to the 
neck of the gall-bladder. The second por- 
tion is to the right of the vertebre and 
parallel to them. This portion fortunately 
has the opening for the biliary tract, and 
at the same time (when in the horizontal 
position) it is the lowest portion of the en- 
tire alimentary tract, being retroperitoneal 
and immobile. The third portion again 
rises over the body of the vertebre and 
again passes to the left side to join the dis- 
tal portion. For biliary tract drainage it is 
therefore necessary to keep the patient flat 
on his back or turned on his right side, when 
the duodenum becomes a “U”-shaped trap 
(as used in all sewerage systems), with the 
second portion of the duodenum the bottom 
of the “U.” By filling this trap with re- 
peated doses of saturated magnesium sul- 
phate, even if given by mouth, one can keep, 
at least for a time, a hypertonic solution in 


ARTICLES 





395 


contact with the entire second portion of 
the duodenum. 

Since the publication of my original arti- 
cle’ numerous requests have come for a 
more detailed account of the method fol- 
lowed. Others have modified somewhat the 
original details, and at the present time the 
following is considered best: 

If patient is not in severe pain a period 
of at least four hours without food or water 
precedes the treatment. In many cases the 
patient has had no desire to eat or drink for 
some time previous to calling the physician, 
so that one can start at once. Next the plan 
is explained to the patient in detail, a picture 
of the duodenum is drawn, and he is shown 
just why he must lie on the back or right 
side, and how sitting up for a few seconds 
will stop the entire procedure. He is also 
told that the medicine acts by withdrawing 
water from the tissue with which it comes 
in contact, hence the taking of liquids to 
wash the medicine down would again serve 
to defeat the purpose. The patient is then 
placed in a comfortable position, lying on 
the right side, and given eight drachms 
(2 tablespoonfuls) of saturated magnesium 
sulphate in lactated pepsin (glycerin may 
be added to add viscosity, and it also has 
hygroscopic action). Then four doses of 
two drachms (dessertspoon) are given at 
fifteen-minute intervals, keeping patient in 
one position the entire time. Many cases 
will require only the first dose before the 
relief of the pain. Fifteen minutes after 
the last dose a slice of dry toast is given, 
and if the magnesium sulphate has removed 
the edema, the food, by the law of contrary 
innervation, causes a contraction of the en- 
tire biliary tract. In some cases the relief 
does not come until after the dry meal, the 
salt in these cases not setting up a contrac- 
tion as the presence of the tube would, 
hence the toast is an essential part of the 
drainage when the tube is not used. 

The results are gauged by the clinical re- 
lief from pain, and by the amount of bile 
passed in the stools following the treatment. 
In cases of catarrhal jaundice should the 
treatment be given daily, one must be care- 
ful to give plenty of liquids between treat- 
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ments to prevent dehydration of the pa- 
tient’s blood. 

The rationale of this treatment is further 
augmented by the radiologists, who report 
that in cases of biliary obstruction the duo- 
denum fills rapidly, but empties very slowly, 
so that in the pathological cases the fluid 
would remain in the duodenum much longer 
than in normal cases. 

The treatment here outlined is not pre- 
sented to replace the duodenal tube, for the 
definite knowledge obtained from it is of 
far greater value, when used by one skilled 
in its use and the interpretation of the find- 
ings. The tube is a hospital procedure, 
with the microscope and laboratory a neces- 
sary adjuvant. 

But all gall-bladder victims cannot be 
hospitalized, and for the benefit of these 
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cases the less scientific method of biliary 
tract drainage, without the tube, should be 
used. If the proper administration, by any 
physician, of such an easily obtained drug 
will obviate the use of morphine (not a 
scientific gall-bladder treatment) in even a 
small percentage of cases, this method is 
justifiable. 
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Some Observations on the Treatment of Syphilis’ 
BY G. O. SCOTT, M.D., C.M., 


AND 


G. H. J. PEARSON, B.A., M.D. 


Ottawa, Canada 


In no other disease has such progress 
been made in the elucidation of precise 
methods in the diagnosis and treatment as 
has been accomplished in syphilis in the last 
two decades. From a plague which meant 
untold suffering and misery to the patient, 
his family and associates, and to the race in 
- general, it has been altered by prompt diag- 
nosis and early and adequate treatment to 
a disease whose prognosis by no means is 
hopeless. The question of absolute cure is 
still a dubious one, but the close analogy 
between cured (7) syphilis and arrested 
tuberculosis indicates that the activity of 
the infecting organism can be suppressed 
permanently. Despite the doubtfulness of 
cure, in the correct use of the term, it is 
certain that in the large majority of cases 
of properly treated primary and generalized 
syphilis the patient may be enabled to attain 
his normal longevity, with no clinical or 
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serological reappearance of his disease ; that 
he will die from an affection other than 
syphilis ; that he may marry safely, with the 
expectation of having healthy, non-syphilitic 
children; and that in the majority of late 
cases the disease may be kept under control 
and the expectation of life little, if any, 
curtailed. Unfortunately the same hope 
cannot be entertained for neurosyphilis, 
especially of the degenerative types, but 
with the institution of -adequate treatment 
in the early stages such cases will decrease 
in frequency rapidly. 

It is a misfortune that these facts are not 
fully appreciated by the general practitioner, 
in whose hands, in the final analysis, lies 
the extermination of the disease. He sees 
the majority of the primary cases, and 
though the specialist is consulted more fre- 
quently by the generalized cases, yet the 
family physician sees many of them also, 
while tertiary syphilis comes almost entirely 
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under his observation—with lamentable re- 
sults in all three classes. Whether through 
ignorance, skepticism of scientific advances, 
or indisposition to use what are apparently 
difficult and dangerous diagnostic measures 
and remedies, it is impossible to say, but all 
syphilologists are familiar with the situa- 
tion of being consulted by patients whose 
syphilis has been allowed to progress un- 
diagnosed or else treated in a desultory 
fashion with mercury by mouth or potas- 
sium iodide. This is particularly deplorable 
for the young adult who consults his family 
physician with such a result, and the remedy 
must be sought in more extended instruc- 
tion to the general practitioner in methods 
of diagnosis and treatment. 

Space forbids that the methods of diag- 
nosis be detailed here, but it is important to 
emphasize that the use of the dark-field 
examination of the from the 
lesions or the satellite glands, and the test- 
ing of the blood (and the spinal fluid in 
visceral and neurological cases) for the 
Wassermann reaction, is obligatory in every 


secretions 


case in which a suspicion of syphilis arises. 
A genital sore in which the treponemata 
cannot be demonstrated by repeated dark- 
field examinations over a period of forty- 
eight hours be referred to the 
syphilologist for diagnosis, and on no ac- 
count should treatment of any description, 
particularly local, be instituted before an 
absolute diagnosis is made. 


should 


Furthermore, 
a suspicion of the presence of syphilis as a 
factor in the etiology of obscure conditions 
should be entertained a great deal more fre- 
quently than it is at present. 

The adequate treatment of syphilis de- 
mands a knowledge of the proper drugs 
used, the optimum time to exhibit them, and 
an understanding of their action on the or- 
ganism and on the host. Of the remedies 
in use, the organic arsenical preparations 
are the most important. These consist of 
arsphenamine and its derivatives; sodium 
arsphenamine, silver arsphenamine, neo- 
arsphenamine, neo-silver arsphenamine, 
sulfarsenol, and aminoarsenophenol (132). 
There are a number of other arsphena- 


mine compounds, but they 


are more 
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of a theoretical than a practical interest 
as yet. The the 
original arsphenamine have been produced 
either for their greater ease of administra- 
tion or their theoretically heightened spiro- 
cheticidal effect, and their actions on the 
treponema pallida and the body are prac- 
tically identical. 


variations from 


The manner in which the spirocheticidal 
qualities of these compounds is exerted is 
a matter of debate. Ehrlich’ believed that 
the unsaturated orthoaminophenol radical 
combined with the receptors of the para- 
site and so brought the linked arsenic into 
a lethal contact. McDonagh? considers that 
the metal acting as a catalyst increases the 
oxidizing power of the protein colloidal 
particles in the serum which are the para- 
siticidal defence of the body. From the 
recent work of Lee® it appears that the ac- 
tion takes place in syphilitic tissue, the 
arsenic combining with the protein to form 
an arsenoproteid, which is fed on by the 
treponemata, and exerts an action detri- 
mental to their growth and starts retrograde 
changes in the organisms, which make them 
an easy prey to the body defences, for he 
has shown that neither arsphenamine nor 
the blood serum, taken at intervals after 
the intravenous injection of the drug, is 
spirocheticidal in vitro, the latter of which 
statements disposes of the theory that 
passage through the liver was essential to 
endow arsphenamine with its parasiticidal 
qualities. 

Potent as the arsphenamines are in their 
action on the organism of syphilis, they are 
powerful poisons, and a proper conception 
of their uses requires a full understanding 
of their organotropic qualities. Multiple 
therapeutic doses of these drugs produce 
marked congestion of the viscera, with 
degeneration and focal necrosis in the 
parenchymatous organs, notably the liver, 
heart, and spleen. The suprarenal bodies 
are congested, show cellular degeneration 
and a reduction in the chromaffin lipoid 
content. The most marked change, how- 
ever, is the formation of numerous intra- 
vascular thrombi, composed at first of con- 
glutinated erythrocytes, but when older 
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containing a large number of leucocytes and 
platelets, and finally becoming hyalinized. 
The presence of the white blood cells may 
be accounted for by the chemotactic action 
of the erythrocyte-bound arsphenamine. 
The end result resembles a coagulation 
thrombosis, but coagulation bears no causal 
relation, as the clotting time of the blood is 
prolonged after the injection of arsphena- 
mine. These thrombi seem to be due to the 
hemolyzing action of the arsenical com- 
pound, while the degeneration and tissue 
necrosis is produced by the direct tissue 
injury of the drug. This condition is very 
slightly present after injections of the 
disodium salt in dilute solution, but more 
marked after concentrated injections of the 
monosodium salt and the acid salt. In the 
case of the latter, emboli are formed from 
the interaction of the carbon dioxide and 
sodium carbonate of the blood with the 
arsphenamine producing an insoluble pre- 
cipitate of the drug. 

Neoarsphenamine shows the same patho- 
logical picture as produced by disodium 
arsphenamine, but the changes are less 
marked and more difficult to explain as 
neoarsphenamine is not hemolytic, except in 
dilute solutions. 

These histopathological findings, in ex- 
periments on have a _ distinct 
bearing on the etiology of the reactions seen 
in the human after administration of the 
arsphenamine group. Their relations with 
the various types of reactions will be dis- 
cussed at length later. 

Reactions following the injection of 
arsphenamine may be classified into: (1) 
immediate; (2) delayed; (3) late. 

Immediate Reactions—Owing to the 
similarity to the effect produced by the 
inhalation of the amyl nitrite, the immediate 
reaction is known as the nitroid crisis. 
Coincident or immediately following the 
injection the patient complains of an 
unpleasant taste or of an odor resembling 
garlic or ether, the voice becomes thick, the 
fingers and toes tingle, the face flushes, the 
conjunctive are intensely congested, there 
is precordial distress, a rapid, weak pulse, 
intense abdominal or lumbar pain, nausea, 


animals, 
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vomiting, hematuria, edema of the joints, 
articular or radicular pain, transient para- 
plegias, loss of consciousness, involuntary 
urination, epileptiform convulsions, and, in 
the pregnant, abortion may occur. In 
severity, the crisis varies from complaint of 
an unpleasant taste or odor to the marked 
reaction with loss of consciousness and con- 
vulsions. 

This immediate reaction may be due to 
impurities in the drug or to its vasodilating 
action on an abnormally sensitive or sensi- 
tized vagosympathetic system, analogous to 
the phenomenon of anaphylaxis. In sup- 
port of the former hypothesis there are the 
well-known facts that the use of a deterior- 
ated sample of arsphenamine, evidenced 
either by the turbidity of the solution, its 
change in color, comparative insolubility, or 
by the use of a solution either of disodium 
arsphenamine or neoarsphenamine, that has 
been subjected to prolonged shaking in the 
presence of air, or of a solution toxic to 
animals, produces serious nitroid crises. 
Such deteriorated solutions appear to con- 
tain an unknown toxic substance, which 
Schamberg* has designated the X substance. 
This does not seem to be arsenoxid, as was 
formerly thought, for the symptoms pro- 
duced by the injection of arsenoxid are not 
analogous to those of the nitroid crisis. 

On the other hand, nitroid crises occur in 
cases in which all the foregoing causes of 
toxicity can be excluded, and to explain 
these the second theory has been evolved. 
Cases that show a vagotonic constitution, as 
exhibited by the exaggeration of the oculo- 
cardiac reflex, usually react with nitroid 
crises, and the depletion of the chromaffin 
bodies in the suprarenals substantiates the 
view that, if the presence of the X sub- 
stance can be excluded, the reaction is due 
to an anaphylactic or sympathetic endocrine 
disturbance, probably on a_ colloidoclastic 
substratum. As a further support for this 
view, Klauder® reports the case of a physi- 
cian who had been used as a subject for 
experimental subcutaneous injections of 
arsphenamine, and who later developed a 
chronic dermatitis due to extreme hyper- 
sensitiveness to the drug, and he warns that 
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if through a technical error any of the 
injection is given perivenously the patient 
may become sensitized and react severely 
Babalian® also 
reports an analogous case, in which inhala- 
tions of neoarsphenamine caused asthma 
and an attempt to desensitize with 0.02 
neoarsphenamine resulted in a dangerous 
immediate reaction. 

Combined as a causal factor with the 
vagosympathetic syndrome there is unques- 
tionably often a marked psychic element. 

Prevention and treatment: To prevent 
this immediate reaction it is necessary to be 
certain that the sample of arsphenamine be 
good, as denoted by the fact that the pow- 
der is a proper color, that the solution is 
clear and of a proper color, that if neoars- 
phenamine is used the powder dissolves 
almost immediately (it might be mentioned 
in this connection that neoarsphenamine 
tends to deteriorate in the ampoule, if kept 
in a warm place, so that it is preferable to 
store it in the ice-box), that arsphenamine 
is adequately alkalinized, and that neither 
the alkalinized arsphenamine nor the solu- 
tion of neoarsphenamine is subjected to 
prolonged shaking. It is also important that 
the injection be given slowly. If the patient 
is of a vagotonic diathesis or is highly 
neurotic and terrified, he should be given 
an injection of 1.0 of 1:1000 suprarenal 
solution, about fifteen minutes before the 
drug is administered. If a patient has had 
a severe nitroid formerly, the same treat- 
ment may be used before injections, or if 
not effectual an injection of atropine gr. 
1/50 should be administered twenty minutes 
before the arsphenamine. 


to subsequent injections. 


In cases which 
are refractory to this, the plan of giving a 
minute fraction of the total dose an hour 
before the remainder is injected should be 
tried, and in case this fails give a fraction 
of the dose, twenty minutes later 1/50 gr. 
atropine, and twenty minutes later the rest 
of the arsphenamine. Other methods that 
may be tried are those of topophylaxis, i.e., 
administering the total dose with the venous 
circulation of the arm occluded, so that 
densensitization takes place in the arm, or 
exohemophylaxis, i.¢., dissolving the neoars- 


399 


phenamine in a very small quantity of water 
in a 10-ce syringe, aspirating the patient’s 
blood to make 10 cc, and allowing it to 
stand for five to ten minutes before rein- 
jecting the whole. Decreasing the dosage 
or changing to another preparation may be 
of assistance, or neoarsphenamine may be 
dissolved in 10-per-cent calcium chloride 
solution. It is important that new rubber 
tubing, for the injection of dilute solutions 
of arsphenamine, be boiled for an hour in 
$-per-cent sodium carbonate solution, as 
there seems to be a toxic compound in the 
new rubber. Concentrated solutions of 
neoarsphenamine are seldom followed by 
nitroid crises. 

Delayed Reactions—The delayed reaction 
differs from the nitroid crisis in that it 
does not commence for several hours after 
the injection, is more severe as a general 
rule, lasts longer, and is of more serious 
import. A few hours after the injection 
the patient develops a headache, which is 
usually intense and may last for several 
days. With the headache there is nausea, 
vomiting, diarrhea, abdominal pain, fever, 
chills, thirst, loss of appetite, and prostra- 
tion. These symptoms may pass off in a 
few hours, but in some cases last for a day 
or longer. That the delayed reaction bears 
a relation to the immediate is undeniable in 
that desensitization by injections of atropine 
or adrenalin will frequently prevent it, but 
it is indicative of more serious damage and 
is a step further toward late reactions, 
which are manifestations of serious toxicity, . 
with resulting focal necrosis and organic 
degeneration. The treatment is purely 
symptomatic, but care should be exercised 
in resuming treatment. 

Late Reactions—tThe late reactions are 
very serious, and though all have a similar 
pathological basis, yet they may be classi- 
fied symptomatically into: (1) encepha- 
litis hemorrhagica; (2) dermatoses; (3) 
icterus; (4) tubular nephritis; and (5) 
those conditions ordinarily found after 
poisoning with inorganic arsenic. 

Hemorrhagic encephalitis is not strictly 
speaking an arsphenamine reaction. It is 
akin to the Herxheimer phenomenon in that 
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it develops shortly after the first or second 
injection, in cases that already have severe 
meningeal involvement. Necropsy findings 
show punctate hemorrhages in the brain 
and basal ganglia. 
rare in 


This condition is very 
but uncommon in 
Europe, and is responsible for three-fifths 
of the deaths following arsphenamine. The 


America not 


onset is sudden, uusally two to four days 
after the second injection, with rigors, 
severe vomiting, headache, epileptiform 
and death. Nearly 


always fatal, the treatment by large doses 


convulsions, coma, 
of suprarenal extract, intramuscularly, in- 
travenously, and intraspinally (the latter 
following spinal drainage), and intravenous 
injections of saline solution, should be tried. 
As a preventive, florid secondaries and 
those with evidence of meningeal involve- 
ment should be given mercury for a short 
time before the first injection of arsphena- 
mine is administered. 
Dermatoses.—Cutaneous lesions occur- 
ring during or subsequent to a course of 
treatment with arsphenamine are one of the 
commonest and most important toxic effects 
seen in America. According to the litera- 


ture their occurrence ranges in frequency 
from 1 in every 645 injections of arsphena- 
mine and 1 in every 


173 injections of 
neoarsphenamine to 1 in every 1000 injec- 
tions of the latter drug. Our series showed 
less than 15 in approximately 8000 patients 
treated with both arsphenamine and neo- 
arsphenamine. 

These skin lesions may be classified into: 
(1) Mild; urticaria, herpes, simple ery- 
thema. (2) Severe; macular, maculopapu- 
lar, exfoliative, and stomatitis. (The reason 
of including the latter under the dermatoses 
will be explained later. ) 

Frequently, shortly after an injection of 
arsphenamine, the patient will exhibit a 
mild attack of herpes or an urticarial or 
erythematous rash. These conditions re- 
solve quickly under expectant treatment or 
the injection of adrenalin, and may be pre- 
vented from recurring after subsequent 
injections by the use of the same drug. 
They do not denote any serious effect on 
the tissues, but are due to the release of 
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toxins from latent foci of organisms. How- 
ever, every such case should be watched 
carefully throughout subsequent treatment 
for the occurrence of a dry scaly condition 
of the skin, for itching, stomatitis, or the 
appearance of a severe delayed reaction, 
particularly if there is loss of weight, as 
these are indications of toxicity, and if 
treatment is continued will result in the 
severe types of dermatoses. 
These manifestations 
between four hours and fourteen days after 
the last injection, as a maculopapular or 
vesicular rash, limited to the extensor sur- 
faces, and spreads rapidly over the whole 


severe commence 


body, including the face, scalp, palms, and 
soles. There is a tine branny desquamation 
and intense itching, severe conjunctivitis, 
temporary deafness, due to occlusion of the 
auditory meatus by desquamated epithelium, 
vaginitis, and diarrhea, which may be san- 
There is extreme prostration, a 
rapid, feeble, irregular pulse, and dyspnea. 
Later, in the most severe cases, the fine 


guineous. 


desquamation becomes coarser and large 
pieces of skin may be shed at once. In some 
cases the rash assumes a petechial form, and 
in a few becomes fixed. Serious complica- 
tions are common, such as neuritis, poly- 
neuritis, pyogenic infections of the skin, 
bronchopneumonia, due to exfoliation of 
the mucous membrane of the whole bron- 
chial tree, and acute nephritis. Pyogenic 
infections and bronchopneumonia are the 
more serious because the direct toxic action 
of the arsphenamine on the tissues lowers 
the general bodily resistance. 

3esides the clinical signs the dermatoses 
present, these cases exhibit a distinctive 
blood picture, which commences with the 
first signs of intolerance and persists un- 
changed until late into the early stages of 
This picture shows leuko- 
penia, with an absolute and relative decrease 
of the polymorphonuclear leucocytes, a per- 
sistent relative increase of the eosinophiles, 
even up to 50 per cent, and a slight relative 
increase of the basophiles and large mono- 
nuclear cells. Occasionally myeloblasts are 
The leucocytes are very fragile. 
The platelets are decreased, but the red 


the eruption. 


present. 
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blood cells are unchanged. (This blood pic- 
ture is a helpful diagnostic point in differ- 
entiating a commencing dermatosis from 
scarlet fever, for in the latter condition 
leucocytosis is present from the beginning. ) 
That the leukopenia and eosinophilia is not 
a result of the skin condition is shown by 
the fact that in cases of simple itching, 
without demonstrable lesions, and in stoma- 
titis due to arsphenamine, the same blood 
picture is present. It is for this reason that 
stomatitis is included in this group of re- 
actions, for clinically it shows no difference 
from that due to mercury. 

Necropsy findings in the dermatoses show 
innumerable punctate hemorrhages in all 
the organs and an aplastic condition of the 
bone-marrow. 

Dermatoses, including simple pruritus, 
and stomatitis as signs of arsphenamine 
intolerance are anaphylactic in origin. 
Although arsphenamine is not a protein and 
so cannot of itself produce this phenom- 
enon, yet by virtue of its action as a 
vascular toxin it is presumed to lower the 
threshold for an antigen, normally pres- 
ent in the body, which increases the 
vascular permeability to such an extent 
that the arsenic ordinarily deposited in 
the liver is deposited in the bone- 
marrow and skin and there produces its 
toxic action. Pomparet and Blamontier’ 
report an interesting observation in this con- 
nection, in that cases of dermatitis show a 
diminished proteolytic function of the liver 
as ascertained by Widal’s test, and by the 
estimation of Lanzenberg’s coefficient, 
which latter test measures the tendency of 
the patient to acidosis. Lanzenberg’s co- 
efficient is normally 4 per cent, but in 8 
cases of dermatitis was increased from 8.7 
to 18 per cent, with the most severe cases 
showing the highest percentage. They con- 
clude that these patients start their treat- 
ment with a relative acidosis which dimin- 
ishes the resistance of the patient to ars- 
phenamine. 

The treatment of the developed dermati- 
tis is mainly nursing. The greatest care 
should be taken to prevent pyogenic infec- 
tion of the damaged skin developing, and 
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often recourse has to be had to sterile 
nightgowns and sheets. Should the skin be- 
come infected, continuous baths of 1-in- 
50,000 bichloride are necessary. Calamine 
lotion or zinc oxide may be prescribed for 
the intolerable itching. Supportive and gen- 
eral measures, such as attention to the bow- 
els and kidneys, are needed as indicated by 
the symptoms. Should diuresis not occur 
with ordinary treatment the patient may be 
given an intravenous injection of hyper- 
tonic glucose solution. Aplastic anemia is 
usually fatal, but transfusions should be 
tried. We have thought intramin, or the 
less painful contramin, injected intramus- 
cularly to be of value. 

The action of arsphenamine on the liver 
produces direct tissue injury with areas of 
focal necrosis. Symptomatically it is mani- 
fested in all degrees of severity, from sim- 
ple non-obstructive jaundice to acute yellow 
atrophy. It is improbable that arsphena- 
mine alone is very toxic to the liver cells, 
except in conditions resulting from pro- 
longed deficient diet or possibly in those 
who suffer from incipient acidosis, but when 
it is administered to a patient whose liver is 
already damaged by syphilis, alcohol, or any 
of the other liver poisons, the liver cells 
cannot withstand the added onslaught of 
the drug and tissue degeneration occurs. 
Schamberg* thinks that the simultaneous 
use of mercury, with arsphenamine, by di- 
minishing the excretion of arsenic by the 
kidney, causes it to be stored in the liver 
to the point of toxicity, but were this so 
cases exhibiting intolerance to mercury 
would invariably develop icterus, which is 
not the case. 

One point in the prevention of jaundice 
is worthy of mention. If the diet is largely 
carbohydrate, the liver seems better able to 
tolerate the arsenicals, and in cases in which 
icterus does develop a large carbohydrate 
diet aids in rapid resolution on the same 
principle that a similar diet helps to resolve 
the liver necrosis due to chloroform poison- 
ing. Apart from this the treatment is 
symptomatic, though here, again, we have 
thought intramin to be valuable. 

Tubular nephritis differs in no respect in 
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diagnosis or treatment from that due to 
other causes, except that it is well to re- 
member that albuminuria occurring after 
the first or second arsphenamine injection 
is frequently due to a Herxheimer reaction 
in a syphilitic kidney, in which case further 
arsenic is urgently required. 

Signs of arsenical intolerance such as 
hyperkeratosis, melanosis, multiple epitheli- 
omata, and polyneuritis occur very rarely. 
Commencing polyneuritis may be diagnosti- 
cated by the abolition of the Achilles reflex. 

For the prevention of toxic consequences, 
every case of syphilis should be frequently 
examined for signs of jaundice, albumi- 
nuria, stomatitis, for the abolition of the 
Achilles reflex, and inquiry made as to the 
presence of dryness or itching of the skin. 
In case any of these signs are present, or 
if the patient suffers from severe immedi- 
ate or moderate delayed reactions, an ex- 
amination of the blood is required urgently, 
and if the picture of leukopenia and eosino- 
philia occurs, treatment with arsphenamine 
must either be suspended or resumed very 
cautiously, preferably using a different 
preparation. Intramin may be given every 
three days for three injections to abort the 
intolerance. Once dermatitis or jaundice 
has appeared all arsenical treatment must 
cease for a long period, perhaps permanent- 
ly. This gives these cases a bad prognosis 
as regards their syphilis, for the hope of 
permanent arrest is much diminished when 
arsphenamine cannot be tolerated. 

Despite these dangerous reactions from 
arsphenamine, their total occurrence is very 
small, considering the enormous number of 
injections given every year, and bearing in 
mind the necessity for care and for a con- 
stant watchfulness for the early symptoms 
of intolerance, it is possible to carry a pa- 
tient through the entire course of treatment 
for syphilis without the least ill effect re- 
sulting. 

To obtain the maximum therapeutic ef- 


fect, and the minimum theoretical danger, 


arsphenamine should be injected intramus- 
cularly, but unfortunately this is impossible 
owing to the pain and local necrosis that 
follows. A large number of French syphil- 
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ologists are using subcutaneous injections of 
neoarsphenamine, dissolved in 0.5 to 1.5 
glucose-phenol solution, and claim that there 
is no pain or tissue reaction, but the infil- 
tration of the tissues following a perivascu- 
lar infusion is so painful that these claims 
appear exaggerated. In cases in which if is 
impossible to perform an intravenous in- 
jection, intramuscular use of Harrison’s 
formula (the dose of neorsphenamine dis- 
solved in 10 drops of water in a syringe and 
the quantity made up to 2.0 cc with a 
melted creo-camph cream base—Formula 
4631, B. W. & Co.) deep into the gluteal 
muscles is the best substitute, but it is by no 
means without a local reaction. Perhaps 
sulfarsenol, though apparently not so thera- 
peutically active as arsphenamine, or amino- 
arsenophenol (132), both of which are said 
to lack the local destructivé action of 
arsphenamine, but are at present in the ex- 
perimental stage, may solve the problem of 
arsenical medication in children and very 
obese adults. Mehretens® claims that rectal 
administration is satisfactory in these cases. 
He gives 4.0 gms. neoarsphenamine dis- 
solved in 100 cc water and uses an opiate to 
aid retention for twenty-four hours. We 
have not found this method satisfactory. 
At present the intravenous is the route of 
choice, though it must never be forgotten 
that this route is attended with the dangers 
incident to any intravenous injection. 

To the man inexperienced in venipunc- 
ture, an intravenous injection appears a 
difficult procedure, but practice reduces the 
technical difficulties. It is essential that the 
needle used be sharp, and that the point 
have a flat bevel rather than the ordinary 
concave one. To familiarize himself with 
the technique, the operator should make a 
number of punctures to obtain blood for 
Wassermann tests, and he will shortly be- 
come acquainted with the tactile sensation 
transmitted from a successful venipunc- 
ture. The arm should be compressed with 
the arm band from a sphygmomanometer, 
which allows just sufficient pressure to di- 
late the vein, but not enough to occlude the 
arterial circulation, and can be easily re- 
leased without disturbing the position of the 











needle in the vein. The vein having been 
chosen, the site for the injection is sterilized 
with iodine and alcohol; the use of the lat- 
ter, particularly if the vein is patted with 
the alcohol-soaked cotton, renders the ves- 
sel more prominent and visible. If arsphen- 
amine or silver arsphenamine is used, it 
must be in dilute solution, but if neoars- 
phenamine or neo-silver-arsphenamine, it 
should be in concentrated. As neoarsphen- 
amine is almost equally as effectual as 
arsphenamine, is not so liable to be followed 
by reactions, has a greater margin of safety, 
and is more easily prepared, it is probably 
the preparation of choice in general practice. 
It is best given with a 5-cc syringe, the pow- 
der being dissolved in cold sterile distilled 
water, so that each cc of water contains 
0.15 gm. of the drug, or a 0.6 gm. dosage in 
4 cc. The vein being anchored with the 
left thumb, the needle is inserted through 
the skin, either alongside the vein or over it, 
and pushed gently along until the vein wall 
is seen to dimple at the needle point, when 
a slight pressure in the direction of the long 
axis of the vein will cause it to penetrate 
the upper wall. Care must be exercised 
that the lower wall of the vein is not 
pierced. Blood will flow freely into the 
syringe, and the needle point will be free in 
the lumen of the vein, if the puncture is 
successful. About one cubic centimeter or 
more of blood should be allowed to run 
into the syringe, and then the whole 
contents slowly injected. There will be no 
complaint of pain or burning and there will 
be no swelling of the tissues. If some of 
the solution is injected perivenously, there 
will be complaint of a burning pain and a 
swelling will form, starting about the size 
of a small pea and rapidly increasing in size 
if more of the solution is injected. In case 
this accident happens the needle must be 
immediately withdrawn, the extravasated 
solution massaged out through the needle 
hole, and the rest of the arsphenamine in- 
jected into another vein. If much has been 
injected perivascularly continuous hot ap- 
plications should be made to the arm to re- 
lieve the pain. After a correct injection 


has been made, several cubic centimeters of 
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blood should be withdrawn into the syringe 
and reinjected in order to sweep the needle 
clean of the drug. After the injection the 
patient should rest about twenty minutes, 
and then, if feeling well, can go about his 
ordinary occupation. 

Neoarsphenamine is the drug of choice 
in office practice. When Kolle originated 
the silver arsphenamines he thought that 
the added metal would improve the spiro- 
cheticidal effect. The general consensus of 
opinion, however, is that the silver com- 
pounds are not more efficacious. One 
advantage they appear to have is that 
reactions are slighter following their use. 
Their greatest disadvantage, theoretically 
(as no authentic case has been reported), 
is the danger of argyria. Their therapeutic 
status appears to be for use if the other 
compounds are not well tolerated. 

Arsphenamine can be compared to the 
shock troops in the combat with syphilis, 
mercury to the reserves. Neither are as 
effectual alone as the two are together. 
Van den Heuvel’s’® statistics are rather 
interesting in this respect. In a series of 
648 cases treated by the three methods of 
(1) mercury only, (2) mercury and then 
some arsphenamine, (3) combined ars- 
phenamine and mercury, and observed over 
a considerable number of years, he found 
the Wassermann test to become perma- 
nently negative after eight years by the 
first method, 8.41 years by the second, and 
2.7 years by the third. Though mercury is 
a spirocheticide in vitro, its action on the 
Treponema pallida in vivo is disputed. It 
appears to act rather on the diseased tissues 
and to stimulate the bodily defences. Its 
action seems to be due to the total amount 
of the metal absorbed, for the preparation 
and the method of administration (allow- 
ing, of course, for differences in absorb- 
ability) make little difference. In the host 
mercury exerts its organotropic action 
mainly on the kidney and brain. In the 
former organ it produces tubular and 
capsular glomerulonephroses, and in the 
latter numerous perivascular round-cell 
infiltrations. Symptomatically, its toxic 
action manifests itself by inflammation of 
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the mucosa of the: mouth, gastrointestinal 
disturbances, bronchitis, loss of weight, 
tremor, mental depression, nephritis, and 
cutaneous eruptions. The last are either 
urticarial or erythematous, limited to the 
axille and groins, but may be of a general- 
ized exfoliative character. In_ tabetics, 
mercury sometimes causes severe exacer- 
bations of the pains. 

The first definite signs of intolerance are 
usually manifested in the gums or the 
gastrointestinal tract. Very mild soreness 
of the mouth, particularly as shown by 
tenderness in snapping the teeth together, 
is a good sign, indicating that the treatment 
is being given to the point of saturation. 
When this occurs, great care should be 
maintained as to the cleanliness of the 
mouth, and the subsequent dosage, in order 
that marked toxic signs may not develop. 
Scrupulous oral cleanliness is a necessity 
throughout the whole course of treatment. 
The teeth should be mechanically cleansed 
before and after every meal, on rising and 
at bedtime. The following mouth-wash is 
very beneficial, either to prevent soreness 
and salivation, or for treatment should 
stomatitis occur: 


Liquor arsenicalis, 

Vin. ipecac, 44 1 drachm; 

Tr. card. co., 2 drachms; 

Glycerin, 1 ounce; 

Aqua, q.s. ad 4 ounces. 
(This mouth-wash is particularly useful 
because the organisms of Vincent’s angina 
are a large contributing factor to the 
etiology of stomatitis.) When stomatitis 
does develop, the same cleanliness must be 
maintained, but great gentleness should be 
used in the cleansing, in order that the 
inflamed mucosa may not be traumatized. 

With the exception of the exanthemata, 
which are rare, and nephritis, both of which 
mean cessation of mercurial treatment for 
a long time, the other conditions call for 
symptomatic treatment only, and will dis- 
appear as soon as the medication is stopped 
during the rest periods. 
Sulphur seems to be useful to prevent 

mercurial intoxication, either as sublimed 
sulphur, 1 drachm, at bedtime, or as 
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intramin. Milian” finds that in absolute 
intolerance mercury may be given as 
calomel 15 grains combined with bismuth 
subnitrate, 10 grains three times a day, and 
be well borne. He finds bismuth very 
useful in doses of 15 grains daily, to pre- 
vent the diarrhea, anorexia, and stomatitis 
due to the mercury, and considers the 
combination indicated because of the anti- 
luetic properties of the bismuth. 

The methods of choice for administering 
mercury are injection and inunction. In- 
halations are dangerous, and oral use is 
therapeutically unsatisfactory in most cases. 
Inunctions of from 40 grains to 1 drachm 
daily are very efficacious, and the offensive 
dirtiness of the treatment may be eliminated 
by removing the excess mercury from the 
skin, as only that part rubbed into the hair 
follicles and the sweat and sebaceous glands 
is absorbed. Inunctions are best given 
daily for six days, omitted the seventh, on 
the eighth commenced again for another 
six days, and so on. 

Intravenous injections are useful if very 
rapid action is desired. The cyanide is the 
most commonly used in this country, for 
thrombosis, the bane of most intravenous 
mercurial preparations, is infrequent fol- 
lowing its injection. Recently two new 
mercurials, mercurosal® * and flumerin}* 
have been placed on the market and may 
eventually be found to fill a slight though 
sometimes a real need in our therapeutic 
armamentarium. On the continent, follow- 
ing the lead of Linser, who combined 
bichloride and neoarsphenamine in the one 
injection, combined intravenous injections 
of neoarsphenamine and novasurol (bival- 
ent sodium oxymercuricchlorophenylacetate 
with diethylmalonyurea) or cyarsal (para- 
cyanmercurialized salicylic acid) have be- 
come popular, but the amount of mercury 
that can be given at a dose and the relative 
infrequency of the administration combine 
to render this plan of treatment less effec- 
tual than the combined intravenous 
arsphenamine and intramuscular mercury. 
The dangers attending any intravenous in 
jection and the necessity of using very 
frequent injections of mercury by this 
























route, to maintain the drug at saturation 
point in the body, make it very unlikely 
that this method will replace the intramus- 
cular injection as a routine. 

For intramuscular injection either soluble 
(bichloride gr. 1/12 to %, succinimide gr. 
2/5, benzoate gr. 1/6, cyanide gr. 1/6) or 
insoluble (calomel, grey oil, salicylate) 
preparations may be used. The former 
have to be repeated more often and are 
usually indicated at the commencement of 
treatment, in order to bring the patient 
under the influence of the drug as rapidly 
as possible. Later the insoluble prepara- 
tions are used to form a depot from which 
continuous slow absorption maintains the 
saturation level. Though Cole et al® be- 
lieve that grey oil is the least valuable of 
the insoluble preparations, owing to its 
relative slowness of ordinary absorption 
and danger of sudden absorption of large 
amounts with resulting toxicity, and prefer 
the salicylate, we have found grey oil 
(Squire’s) very satisfactory. 

The iodides can scarcely be considered 
true antisyphilitic agents as they are but 
feebly spirocheticidal, if at all: Sahm’*® in 
an investigation of this question treated 63 
Wassermann positive patients, of which 22 
were clinically tertiary, 18 late generalized, 
15 recent, 8 latent, with iodides only, in 
doses of 45 grains daily, to a total of 120 
gms. He found that in 32 cases the 
Wassermann reaction remained the same or 
was very slightly altered, in 27 cases it 
became negative, but on reéxamination of 
17 of. these 27, in 5 it had returned to 
positive. Their action is the removal of the 
granulomatous syphilitic products in order 
that the true spirocheticides may have easy 
access to the organisms. They are more 
indicated in the late stages, particularly 
those of gummatous formations, but in the 
early stages are also of some value to 
resolve the scar formations around the 
chancre and the other lesions, where tre- 
ponemata may lurk latently for years. 
Their toxicity is manifested by the well- 
known iodism and occurs with greater 
frequency than do the toxic symptoms after 
the other spirocheticidal agents. Patients 
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who have a tendency to hyperthyroidism, 
particularly women, tolerate the iodides 
poorly and usually are unable to take them 
at all. The only treatment of avail for the 
toxicity is cessation of the administration 
of the drug. 

Iodides are most frequently given as 
potassium iodide, up to ninety grains daily, 
but they may be given in larger and better 
tolerated dosage, intravenously. Mirion, a 
preparation that is given intramuscularly, 
has also been found valuable. 

Recently, Levaditi, endeavoring to find a - 
drug that could be given intramuscularly 
and yet be a stronger spirocheticide than 
arsphenamine, discovered that bismuth was 
very effectual, and following his use of 
trepol (sodium and potassium tartrobis- 
muthate in oily suspension) a number of 
bismuth compounds have been employed 
(colloidal bismuth, bismuth citrate, sodium 
bioxybismuthobenzoic acid, iodobismuthate 
of quinine, sodium tartrobismuthate). Bis- 
muth does not appear to be superior to 
either arsphenamine or mercury, but has 
about the same therapeutic value as the 
latter. The great objections to its use are 
the pain produced by the injection and the 
very severe stomatitis and oral ulcerations 
it causes. In cases of absolute intolerance 
to arsphenamine and mercury it might be 
used with benefit. 

Mention need only be made of the fact 
that several authors report cure of syphilis 
following prolonged infectious fevers, and 
that use has been made of this fact in the 
treatment of paresis with malarial infection, 
with reported prolonged remissions. At 
the present time this mode of treatment is 
impracticable and is very much in the 
experimental stage. 

Though other chemical compounds than 
the mercurials or arsenicals have been tried, 
they are useless. 

Truistic as the statement is, it must be 
distinctly emphasized in treating syphilis 
that it is not the disease but the patient who 
must be treated, and consequently no 
routine course, except that necessary as a 
minimum, can be outlined. 

Of greater importance from a_ social 
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point of view than the actual treatment is 
the question of prophylaxis. This is not 
the place to detail the preventive measures 
for this disease, except to point out that, 
if a patient is definitely exposed to infec- 
tion, he should receive at least two injec- 
tions of arsphenamine, on successive days. 
It is wiser that these be given within the 
first week after exposure, as it is well 
known that syphilis is generalized before 
the primary sore appears, and from the 
work of Brown and Pearce’ it was found 
on animal experimentation that excision of 
the primary focus or inadequate treatment 
during the incubation period not only did 
not aid the cure, but by suppression of the 
natural immunity, owing to insufficient or- 
ganisms being left to stimulate the process, 
ultimately produced a much more serious 
case of syphilis. For the same reason ex- 
cision of the primary sore or the use of 
abortive treatment such as Pollitzer’s,1 
which consists of three daily injections of 
arsphenamine with a dosage of 0.1 per 30 
pounds, followed by weekly mercurial in- 
jections for six weeks, then three more 
daily injections of arsphenamine, and after 
a rest interval further mercury, or Reiger 
and Solomon’s’® of 0.9 neoarsphenamine, 
followed an hour later by 0.6, and an hour 
later 0.3, is inadvisable, the more so because 
of the liability of late reactions occurring 
from the massive dosage. 

Prophylactic measures also include the 
prevention of congenital syphilis. A syphi- 
litic father, who has not been adequately 
treated, should receive treatment a day or 
so previous to his impregnating his wife. 
A woman who has a history of syphilis, 
even though she have no clinical or sero- 
logical signs (of course if signs are present, 
treatment is more urgently indicated), and 
who has been inadequately treated, should 
be treated throughout her pregnancy with 
a minimum of 7 injections of arsphenamine, 
the dosage being one-half to two-thirds of 
the ordinary adult dose, and mercury con- 
tinuously to the seventh month. 

The minimum course of treatment neces- 
sary in syphilis might be outlined as follows: 
Seronegative primary syphilis should re- 
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ceive seven injections of arsphenamine, the 
first three within the first nine days, the re- 
mainder once weekly, and eleven weekly 
injections of an insoluble preparation of 
mercury, or better still, with four or five 
injections of a soluble salt at two- to three- 
day intervals, followed by weekly injec- 
tions of an insoluble preparation for eleven 
weeks. At the conclusion of this period 
the patient should have a month’s rest, then 
two injections of arsphenamine at a week’s 
interval, and eight injections of mercury at 
weekly intervals, then a month’s rest, and 
repeat this last three months’ treatment over 
and over, till at the end of a period of two 
years the patient has had between eighteen 
to twenty-two injections of arsphenamine 
with a total dosage of from 10.8 to 13.2 
gms. of neoarsphenamine, or 7.2 to 8.8 gms. 
of arsphenamine. Potassium iodide should 
be administered in doses up to 90 grains 
daily during those periods when mercury 
only is being given. Seropositive primary 
syphilis requires the same treatment, except 
that at the completion of the first fifteen 
weeks’ treatment the patient should receive 
four weekly injections of arsphenamine and 
eight injections of mercury, followed by one 
month’s rest, and after that the regular two 
injections of arsphenamine every three 
months, making a total of from 22 to 26 
injections, and a total dosage of from 13.2 
to 15.4 gms. neoarsphenamine, or 8.8 to 
10.4 gms. arsphenamine. 

Clinically generalized syphilis requires a 
similar course to the seropositive primary 
case, with the addition of another six to 
twelve months’ treatment, with a corre- 
spondingly increased number of injections 
and total dosage. 

Late syphilis does not require as much 
arsphenamine as the types already men- 
tioned, and mercury is here the more impor- 
tant drug. The case should receive four 
weeks’ treatment with mercury and potas- 
sium iodide, and then a similar treatment to 
seronegative primary, except that it must be 
continued for at least a year longer, and in 
some cases should be supplemented by four 
injections yearly throughout life. In any 
case, late syphilis requires treatment more 














to suppress the manifestations than to 
attempt to cure the disease. 

Latent syphilis and neurosyphilis should 
be treated by the specialist. In congenital 
syphilis, if at all possible, treatment should 
be given intravenously. With care, either a 
vein in the arm or the anterior jugular will 
be found satisfactory. The use of the 
longitudinal sinus, through the anterior 
fontanel, is mentioned only to be con- 
demned. If the intravenous route is prac- 
ticable, in children less than one year old, 
three injections of arsphenamine, with a 
dosage of 0.01 gm. per 2% pounds, should 
be given at weekly intervals every two 
months, with weekly injections of 1-per- 
cent solution of bichloride, in dosage of % 
minim per kilo, for one year, with a rest 
interval of four to eight weeks at the end 
of the first six months. For congenital 
syphilitics older than one year, two years’ 
treatment at least is required. The dosage 
should always be calculated for children on 
the basis of the weight, never being less 
than 0.006 gm. per 2% pounds, as children 
are very tolerant of the medication. 

If the intravenous method is technically 
impossible, neoarsphenamine, prepared for 
intramuscular injection, must be used. 
Fordyce and Rosen*® advise two courses of 
six to eight injections each, and of ten to 
twelve intramuscular injections of bichlo- 
ride in the following dosage: 


Age. Neoarsphenamine. 
BAG Te WOOKS Soo: s asd vcmcictes Gm. 0.1 
1000) MIGUENS kis wie oe oe Ss “© 0:15 
AED VOAEES ois creincine coeicecces * 02 
BEUARIN (5s piclcwsraniere’s a eaverse.e¥icie * 0.25-0.3 

Age. Bichloride. 
2 weeks to 6 months............ Gr. 1/10 
Gimonths tod Vear:..sciacsiccae esse 3 As 
MGS NOMERL Li soe ors os alesiee ois noe peo 3 
BAO OUBOUR oss basics sien xk ccncinere ©. 775 
PMD aS ROE es 6 onions ccicaines “ 1/4 


There is no question that this method 
must cause some pain, but as mercury itself 
is inadequate to cure syphilis, such treat- 
ment is essential if venipuncture is impos- 
sible. Perhaps sulfarsenol will be useful 
here. 

The general treatment is of importance in 
all types of cases. All foci of infection 
must be removed ard the general health 
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maintained at as high a level as possible. 
Careful attention must be paid to the 
proper functioning of the kidneys and 
bowels. The diet should be nutritious and 
simple, with the total protein intake slightly 
restricted and the carbohydrates increased. 
A large quantity of water must be con- 
sumed daily. The patient should take a 
moderate amount of exercise, all the fresh 
air possible, and keep regular hours. Above 
all, any source of worry should be removed 
and a healthy mental attitude maintained, 
particularly as to the disease, else treat- 
ment will be difficult, more liable to nitroid 
reactions, and syphilophobia, one of the 
most pitiable obsessions, be inaugurated. 

Finally, no patient should be permitted to 
cease treatment before the minimum total 
dosage has been administered or the late 
degenerative types of the disease will be 
eventually developed, particularly in the 
nervous system, owing to inadequate treat- 
ment, preventing normal antibody forma- 
tion. In any case, treatment must be con- 
tinued for at least a year after the blood 
becomes negative, and all clinical signs 
have disappeared. 
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The Treatment of Hookworm Infesta- 
tion with Carbon Tetrachloride. 


In the Philippine Journal of Science for 
November, 1923, LEAcH, HauGHwovut and 
Asu state that the same care should be 
exercised in prescribing carbon tetrachlo- 
ride as is observed in the administration 
of any potent drug that may work harm 
in the presence of contraindications or in 
excessive quantities. In other words, it 
always should be given under competent 
medical supervision. 

Doses of pure carbon tetrachloride, com- 
puted on the basis of 1 cubic centimeter of 
the drug to each 5.5 kilogrammes of body 
weight, are safe in the absence of contra- 
indications. On this basis they have ad- 
ministered doses ranging up to 12.5 and 
even 15 cubic centimeters, without observ- 
ing untoward effects of a serious nature. 

They do not, however, maintain that this 
should be the standard dose. Their studies 
have yielded abundant evidence that smaller 
proportions are equally efficient in the re- 
moval of hookworms and a certain propor- 
tion of other intestinal helminths. 

Existing infection with Entameba his- 
tolytica, provided there is no active dysen- 
teric process, or previous infectious disease 
of the intestinal tract, is not a contraindi- 
cation if no active process is present. 

Several men showing definite pathology 
of one kind or another were treated on the 
same basis as the other men. Their de- 
fects included tuberculosis; splenic and 
liver enlargement, probably of malarial 
origin; slight renal disturbance; and val- 
vular heart lesions. There was a total lack 
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of significance in the reactions to the drug 
shown by these men. Their behavior as a 
group, and individually, in no way differed 
from that of the group of men in whom 
they found no physical defects. 

Moderate alcoholism is not a contra- 
indication to the administration of carbon 
tetrachloride, provided liquor is withheld 
from the men two or three days before and 
after treatment. Untoward effects in al- 
coholic subjects usually can be attributed 
to disregard of this rule. Statistically, the 
men in this series who admitted the use 
of alcohol showed less abnormal reaction 
to the drug than did those who denied the 
use of alcohol. 

Saline purgatives should not be given 
immediately before treatment, for they 
apparently reénforce the irritative prop- 
erties of the drug on the intestinal mucosa. 

They consider that the administration 
of the drug in divided doses is both un- 
necessary and undesirable. 

Carbon tetrachloride is without effect 
upon any of the common intestinal pro- 
tozoa. Its administration in protozoal 
infections of the intestinal tract, there- 
fore, is irrational. 

Although observations have not been 
made on this point in the work recorded 
here, the authors consider it opportune to 
voice their opinion that the drug should 
not be given during the course of any in- 
fectious disease where the heart and liver 
are already overburdened by a toxemia. 
This applies with particular force to acute 
intestinal affections, and to _ infectious 
abdominal (surgical) conditions such as 
peritonitis. Cases may arise in which it 
is desirable to rid a surgical patient of a 
hookworm infestation. In such cases the 
circumstances should be made the subject 
of very careful inquiry. In their opinion 
the drug should be administered several 
days before the administration of an anes- 
thetic, in order that the liver may entirely 
recover from the stimulating effects of the 
carbon tetrachloride. This they deem 
especially important if it is desired to 
administer chloroform. 











Editorial 


CHRONIC INDIGESTION IN 
CHILDHOOD. 





Under this title Morse has recently pub- 
lished a paper which contains so much that 
is valuable to the active practitioner that 
further attention should be called to it. 

As Emeritus Professor of Pediatrics in 
Harvard University, he states that he is 
glad to belong to that generation which 
learned to use its ears and eyes and hands, 
and above all its brains, in diagnosis and 
treatment, and not to depend entirely, or 
almost entirely, upon laboratory findings, 
although he fully appreciates the value of 
such methods and findings if used properly. 

In his discussion on this subject he points 
out that a detailed study of the child’s 
whole life should be made, since over- 
fatigue, physical or mental, may be the cause 
or result of the condition under discussion, 
for avoidance of such forms of stress and 
strain will do much, if not all, to restore 
health. Furthermore, it is to be remem- 
bered that digestive disturbances often rep- 
resent disorders or diseases in other organs, 
as, for example, the tonsils and the kidneys. 
This is the more important to remember 
because primary disease of the alimentary 
canal is very uncommon in childhood, that 
is, organic disease in distinction from a con- 
dition of indigestion in which there are no 
definite pathological lesions. Some of these 
cases are not only subject to undue fatigue, 
but suffer from an improper method of eat- 
ing; rushing in from their play hot and 
tired, and then rushing out again without 
taking the time to properly masticate their 
food. Frequently too much food is taken 
under these circumstances, or food which 
is difficult of digestion. 

Morse wisely divides these cases into 
those suffering from indigestion due to in- 
tolerance for fat; those with intolerance for 
sugar ; those with intolerance for starch and 
for protein; and the somewhat artificial 
type of indigestion with fermentation which 
might readily be put in the same class as 
those with an intolerance for sugar and 
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starch. Recognizing that fermentation is 
to some extent a normal process, neverthe- 
less Morse states that the most severe cases 
that are met with are those of fat indiges- 
tion and excessive fermentation. He 
believes that the macroscopic examination 
of the stools is usually adequate to enable 
the physician to reach a positive diagnosis 
as to the type which is present, although 
frequently a microscopic examination gives 
additional information which occasionally 
may contradict the macroscopic. 

He suggests that the following. methods 
which are quite simple should be followed: 
On one microscopic slide a small portion 
of a stool is spread and stained with either 
Lugol’s or Gram’s solution. Under these 
conditions starch granules will turn blue or 
violet. On another slide the material is 
stained with a saturated alcohol solution of 
Sudan III. The neutral fat drops and fatty 
acid crystals stain red, but soap crystals 
are not stained. If now a drop of glacial 
acetic acid is allowed to run under the 
cover-glass and the slide is warmed until 
it simmers, soap will be changed to fatty 
acids, and this in turn will then take the 
stain. So, too, if it is wished to decide 
whether the fat is in the form of neutral 
fat or fatty acids, material placed on an- 
other slide is stained with carbol-fuchsin. 
If fatty acids are present they become a 
brilliant red and soaps a dull red, whereas 
neutral fat will not stain. 

Passing on to a consideration of the 
pathogenic organisms which are found pres- 
ent in these cases he considers that in the 
presence of the acid stool of carbohydrate 
indigestion the presence or absence of or- 
ganisms of the gas bacillus group is of great 
importance. Under these circumstances the 
quantity of carbohydrate taken by the child 
should be, of course, materially cut down, 
whereas, on the other hand, if the indiges- 
tion is chiefly concerned with protein sub- 
stances, such articles should be cut from the 
diet and the bacillus acidophilus or bulgari- 
cus be administered. 

The following points are interesting in 








410 


connection with the types of stools which 
are seen. In fat indigestion they are usually 
large, semisolid, gray, and acid in reaction. 
They may be loose and frothy, or dry and 
hard. They often smell sour. In sugar 
indigestion the stools are loose, yellow or 
green, frothy and acid in reaction, and 
smell like acetic acid or lactic acid. So, 
too, in starch indigestion, the stools may be 
large, brown, mushy, acid, and contain 
considerable mucus. In protein indigestion 
they are foul and musty and have a some- 
what putrid odor. 

One of the points that Morse emphasizes 
is that so-called digestants have little or no 
value with these cases since there is never 
lack of either pepsin or hydrochloric acid, 
and he believes that pancreatin is destroyed 
in the stomach, and also that there is not an 
insufficiency of the bile salts. He does not 
believe that drugs are efficient and thinks 
that tonics and appetizers are futile, rely- 
ing solely upon the method of life and the 
diet which will correct the fault. 

He believes that almost every child, in 
this country at least, has the vitamins if 
the diet is a mixed one. In the fat indi- 
gestion cases he cuts out butter, cream and 
bacon and limits the number of eggs. In 
the sugar type, natura'ly sweets are removed 
from the diet list. So far as starch indiges- 
tion is concerned, he thinks it is more fre- 
quently due to potato starch than to any 
other type, and also asserts that certain chil- 
dren who are intolerant to one ‘type of 
starch can often with impunity take another. 

In any event it is without doubt possible 
to change the organisms producing digestive 
disturbance in the intestinal tube by varia- 
tion in the diet rather than by the ad- 
ministration of intestinal antiseptics, ex- 
cluding from these, however, the bacillus 
bulgaricus, which he thinks is useful where 
the gas bacillus is the dominant factor. It 
is in these cases, too, that buttermilk is often 
a useful addition to the diet. 

Last of all, Morse points out that some 
of these cases of chronic indigestion are 
most difficult to cure, the condition often 
lasting for months and years, and almost 
invariably interrupted by relapses. As a 


rule the chronic cases are those of starch 
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intolerance, and next in frequency those 
of severe fat intolerance. The encouraging 
point, however, is that as there is no definite 
pathology underlying these conditions, re- 
covery ultimately ensues if proper care is 
taken. 





THE TREATMENT OF CHRONIC 
ARTHRITIS. 





There are a number of condit’ons pre- 
senting themselves to the physician which 
induce a feeling of hopelessness as soon as 
the state of the patient is recognized. One 
of these is rheumatoid arthritis or osteo- 
arthritis. Some experts in joint affections 
believe that the two conditions are not 
identical, because they assert that Heber- 
den’s nodes upon the terminal joints of the 
fingers are characteristic of osteoarthritic 
lesions, whereas the joints that are usually 
attacked in rheumatoid arthritis are the 
Whether this differentiation 
is correct rema'ns to be proved, but it would 
appear certain that in those instances of 


larger ones. 


arthritic trouble of a chronic character 
which disable the hands and feet, the large 
joints usually escape ; the reverse also hold- 
ing true, that is to say, when the large 
joints are affected the smaller joints remain 
immune. 

An interesting discussion on this impor- 
tant subject recently took place before the 
Royal Society of Medicine in London, no 
less prominent a physician than Sir 
Archibald Garrod being the first speaker. 
He asserted that a considerable amount of 
more exact knowledge had been gained in 
regard to subacute and chronic arthritic 
joints, but he had to admit we are not able 
to do much more for the relief of these 
sufferers than we were many years ago. 
One of the advances had been 
achieved is the recognition that several 
maladies had probably been confused to- 
gether under the name of rheumatoid 
arthritis. 

Of course we all know that in a certain 
proportion of cases an infectious focus in ° 
some other portion of the body seems at 
least to be the provoking cause, and so many 
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have been won over to this view that the 
possibility of an arthritis having its origin 
in disease of the nervous system, or as a 
result of perverted metabolism or gout, is 
now generally ignored. Probably we have 
gone too far in thinking that all arthro- 
pathies are infections. 

Our chief interest, of course, is in dis- 
cussing the therapeutic propositions which 
were advanced by different speakers in 
this symposium. Sir Archibald said that 
his experience in the action of drugs 
in both osteoarthritis and rheumatoid ar- 
thritis has not been encouraging, but he 
expresses the belief that guaiacol carbonate 
has appeared to him to give the best results, 
although it must be given continuously for 
months or for a year if any effect is to be 
obtained. He has seen little benefit from 
the use of vaccines, but believes that when 
a septic focus is found a vaccine should at 
least be tried and that it should be auto- 
genous in character. Naturally we cannot 
hope for great improvement in an arthritis 
which is far advanced by the removal at a 
late date of the primary factor. 

Sir Archibald also pointed out that some 
good was accomplished in some cases by 
protein therapy, and that he had used phy- 
lacogen for this purpose, but insisted upon 
rest as the most important item in treat- 
ment, regarding the efforts of the patient 
to drag himself about as deleterious. 

In another contribution made by Cassidy, 


he stated that it has been his misfortune - 


to see a considerable number of cases of 
true rheumatoid arthritis. Sooner or later 
(usually sooner) these patients undergo 
extraction of all their teeth, submit to a 
long course of inoculations covering several 
years, the vaccines being prepared from the 
teeth, the feces, and the urine, and never in 
his experience has the course of the pain 
been arrested by these measures. Never- 
theless he is a believer in the idea that 
infection is a factor in the causation, and 
further, that some joints are primarily 
gouty and have an infection superimposed 
upon the early process. 

We are glad to see this point emphasized, 
namely, that faulty metabolism rather than 
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infection is a cause which carimot. be 
ignored. 


In a somewhat cynical manner, Cassidy 


pointed out that not many years ago every 


patient suffering from arthritis was drink- 
ing sour milk, and added, “Now we pull his 
teeth out.” 

Continuing the discussion there was no 
less an important person than Poynton, 
whose name is familiar to most of us 
because of his investigations upon rheu- 
matic fever. This contributor naturally 
stressed the influence of focal infection and 
also the importance of using an autogenous 
rather than a stock vaccine. He also 
emphasized the fact that such treatment 
might require two years, and ended his 
statement in regard to this subject by 
stating that his personal experience made 
him very doubtful of its value. The little 
experience he has had with protein shock 
seemed to be favorable, although he has 
largely given it up because he could not 
understand the manner in which the results 
were achieved. In some instances he 
thought that infection from the colon was 
responsible and that long-continued high 
colonic lavage, if there was present a 
colitis, might be advantageous. He then 
added that he had used collosal iodine and 
collosal sulphur alternately with “a shame- 
faced feeling that he was returning to the 
methods of the ancient alchemists,’ and 
again that while “he almost blushed to say 
it,” his favorite preparation, if the patient 
was anemic, was the time-honored syrup 
of the iodide of iron. 

Poynton does not believe in organo- 
therapy in these cases, but does think that 
a generous diet is advisable since it tends 
to increase vital resistance, although carbo- 
hydrates, particularly in stout individuals 
unable to take exercise, should be given 
with great care. 

Poynton also emphasized, as did Sir 
Archibald Garrod, the value of rest. Hurst 
did likewise, but pointed out that when no 
pain and when no tenderness are present, 
rest is no longer required, expressing the 
belief that there are thousands of people 
bedridden who are really capable of taking 
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up their beds and walking if they only knew 
it. In other words, during the active stage 
of the disease, rest is imperative, but when 
activity is supplanted by reaction and quiet, 
exercise is advantageous, since it maintains 
the power of the muscles and does the joints 
no harm. 

It is interesting, as illustrating the various 
measures which have been carried out by 
different physicians, that Midelton claimed 
the best results from the use of continuous 
counter-irritation, asserting that during 
twenty-two years he had come to regard it 
as the most efficacious form of treatment. 
The counter-irritant was croton oil, or 
cantharides and almond oil, and he went so 
far as to show on the screen photographs 
of several cases in which he had carried 
out this treatment. 

It is further interesting to note that Mid- 
elton stated that the blistering method was 
first described by Dr. John K. Mitchell, Pro- 
fessor of Medicine in the Jefferson Medical 
College, the father of Weir Mitchell, no 
less than one hundred years ago, and that 
Dr. Latham of England revived it. 

Last of all, Wilson, leaning to the view 
that in these cases an aberrant metabolism 
is their underlying cause, emphasized the 
virtue of Turkish and radiant heat baths 
as curative agents, provided they were prop- 
erly given, advocating the use of a reclining 
couch, or thermal couch as he called it, so 
that the patient would not have to sit erect 
in a cabinet. This is particularly advan- 
tageous in those cases whose hearts are not 
of the best. He recommended that the 
baths should be given two or three times 
a week and that they should be continued 
until the sweat produced by them is no 
longer acid to litmus, stating further that 
usually twelve baths were sufficient. 

It is evident from the points that we have 
named that the treatment of osteoarthritis 
or rheumatoid arthritis is still largely em- 
pirical, that the cause of the disease is 
multiple and not single, and that until we 
devise measures by which we can differen- 
tiate these cases according to their causa- 
tion, no material advance in treatment can 
be achieved. 
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SOME POINTS IN REGARD TO 
THE USE OF DIPHTHERIA 
ANTITOXIN. 





It is now well recognized that if diph- 
theria antitoxin is used early enough no 
deaths from this disease will occur. The 
difficulty, of course, lies with the use of the 
word “if.” In some instances the physician 
is not called early enough. In other in- 
stances, because of poor light, or symptoms 
which divert his attention from the real 
cause of the illness, forty-eight hours or 
more go by before the true cause is 
recognized. In this connection an analysis 
of 500 deaths from diphtheria in the State 
of New York outside of New York City in 
1922 which has been made by Roberts of 
the New York State Department of Health 
is of very great interest. The paper is too 
exhaustive for us to discuss it in detail. 

The points which deserve the chief em- 
phasis are that in a very large proportion 
of the cases, namely, 369, the parents did 
not call the physician until the disease was 
well under way and in some instances in- 
terfered with proper treatment. He makes 
a plea for educating the laity to the value 
of diphtheria antitoxin, and insists that the 
intravenous method of administration should 
be more widely used, especially in severe 
cases or in moderate cases seen later than 
the second day of the disease. When not 
used intravenously, the antitoxin should be 
given intramuscularly rather than subcu- 
taneously. Roberts believes that the subcu- 
taneous method is so slow that it should be 
used only as a prophylaxis to exposed 
persons. When used intravenously, the 
patient should be desensitized by a small 
preliminary dose, and even if ultimately the 
case is proved not to be diphtheria, no harm 
has been done. é 

This author is also an advocate of single 
large doses rather than small divided doses, 
stating that the full amount should be given 
at one time. 

Another point of very considerable inter- 
est is that proper surgical treatment should 
be promptly resorted to in laryngeal cases. 
Of 110 deaths from respiratory obstruc- 

















tion, 58 had no surgical treatment of any 
sort. 

Last of all, greater attention should be 
paid to the care of patients during con- 
valescence. As Roberts points out, this 
need is supported by the fact that cardiac 
involvement is stated to have played a part 
in nearly half of all the deaths, and that in 
24 of these cardiac cases failure to keep the 
patient at rest was definitely mentioned as 
the immediate lethal factor. 

Those who are interested in this impor- 
tant communication in its details are refer- 
red to the New York State Journal of 
Medicine for November, 1923. 





A WORD AS TO THYMUS 
HYPERTROPHY IN 
INFANCY. 





It is entirely true that many physicians 
pass through years of practice without 
coming in contact with an infant suffering 
from an enlarged thymus. It is also true 
that occasionally this obscure condition is 
not recognized. Perhaps if the average 
medical man was more impressed with the 
possibility of its presence it might be 
recognized more frequently. These facts 
are borne in upon us by a communication 
to the Archives of Pediatrics by Freeman, 
who reviews the condition from a historical 
standpoint and also records his own clinical 
experiences. Clinically, the point for us to 
remember is that a child suffering from an 
enlarged thymus may not only come to a 
sudden death with but few preliminary 
symptoms, but that in many instances a 
number of attacks of respiratory difficulty 
occur, the cause of which is not, at least at 
first, recognized. Freeman thinks that these 
cases can be divided into four classes: in 
one of which there is laryngeal spasm or 
breath-holding; in another attacks of cry- 
ing followed by breath-holding; spasms, 
with occasional weakness or unconscious- 
ness following an attack; and a convulsive 
type. Under these circumstances the 
patient not infrequently develops marked 
dyspnea with fine rales all over the chest 
as if suffering from capillary bronchitis, 
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and may soon die from his respiratory 
difficulty. The fact that a rise of tempera- 
ture to some extent may occur may also 
mislead the physician into the view that 
the child is suffering from an acute pul- 
monary complaint. 

From the therapeutic standpoint, it is 
most interesting to note the results which 
can be achieved by the use of the +-ray, if 
skilfully used, in rapidly removing a con- 
dition which is dangerous and giving 
permanent relief. Freeman thinks that such 
treatment should be continued until no 
thymus shadow is seen even though the 
symptoms have been relieved. He also 
believes, and from the evidence which he 
presents it is difficult to differ from him, 
that the v-ray in the treatment of enlarged 
thymus is far safer, and at least as efficient 
as resort to surgery. 





INTERNAL DERANGEMENTS OF 
THE KNEE. 





It is now many years since Jones on the 
basis of a large and successful clinical 
experience demonstrated that the knee-joint 
incapacitated because of internal derange- 
ment, in the main due to a displaced or 
fractured semilunar cartilage, could be 
made to function, if not with its perfect 
original strength and suppleness, at least to 
such a degree as is necessitated by ordinary 
life-work. His teaching briefly was to the 
effect, and this particularly bearing on 
fracture or displacement of the semilunar 
cartilage, that the most important point in 
regard to future function had to do with 
prompt and complete replacement, this 
latter being indicated by the power to com- 
pletely extend the knee-joint, this complete 
extension being indicated by the ability to 
make the surface of the popliteal space 
touch the table on which the patient is 
reclining, with no tendency toward an 
elastic spring into slight flexion. There- 
after a brief period of rest with pressure 
to limit effusion, followed by guarded 
active use. When such complete reduction 
could not be accomplished Jones advocated 
removal of fhe semilunar cartilage. When 
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such reduction had not been accomplished 
and the knee became permanently crippled 
with recurrent attacks of displacement, the 
knee locking, and followed by effusion, 
Jones advocated operation and reported 
many cases of complete restoration of 
function. 

The profession 
in accepting this 


was somewhat slow 
teaching and acting 
upon it. There was a natural reluc- 
tance to open the _ knee-joint, based 
on disastrous consequences of infection 
which, even after the recognition and 
practice of clean surgery, too often fol- 
lowed. There was, further, a belief to 
the effect that the semilunar cartilages are 
essential to the proper functioning of the 
knee-joint, and that their removal would 
necessarily leave a crippling which might 
be even worse than that incidental to a 
displaced or too mobile cartilage. 

The profession has been waiting, before 
a general acceptance of Jones’s method of 
treatment, for a careful study of end results 
of operation. A number of such have 
appeared; none, however, more systemat- 
ically set forth than that of Surls and 
Osgood (Journal of Bone and Joint Sur- 
gery, October, 1923), based on 181 opera- 
tive cases from the Orthopedic Clinic of 
the Massachusetts General Hospital. By 
the term internal derangement they mean 
a mechanical obstruction to free function; 
produced in the joint and lying therein. 
They note that Paré in 1558 removed a 
loose body from the knee. Concerning the 
knee-joint it is pointed out that its range 
of action is accompanied by a slight 
outward rotation of the tibia on the femur 
as the leg is extended on the thigh, the 
center of motion being the outer portion 
of the joint. The inner femoral trochlea 
describes an arc over the tibial surface 
excepting in extension. Slight anteropos- 
terior motion can be elicited when the joint 
is flexed. The internal lateral ligament is 
in close association with the capsule of the 
joint and the internal semilunar cartilage. 
The external lateral ligament has not so 
close a relation. The semilunar cartilages 
slide toward the center of the joint in 
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flexion and the reverse direction in exten- 
sion, thus keeping the joint surfaces in 
contact in all positions. These cartilages 
are firmly attached at their ends near. the 
middle line of the joint, by the convex 
borders to the joint capsule close to the 
tibial attachment of the latter. The capsule 
becoming tense on extension draws the 
cartilages out. This traction being re- 
leased as in flexion, they slide in because 
of their firm end attachments to the mid- 
line. The anterior extremity of the internal 
semilunar cartilage is attached both to the 
tibia and by means of the transverse liga- 
ment to the external semilunar. 

The crucial ligaments stabilize the joint 
anteroposteriorly. Extension tautens the 
anterior crucial, flexion the posterior. On 
slight flexion they are both slightly relaxed, 
thus allowing a slight anteroposterior move- 
ment. 

Beneath the patellar tendon is a fat pad, 
acting as a cushion and a filler. Fat pads 
are found in other portions of the joint. 

Dislocation or fracture of the internal 
semilunar cartilage is caused by an internal 
twist of the flexed femur on the tibia, 
causing, if the violence be sufficiently 
great, a tear of the internal lateral ligament 
and loosening or fracture of the cartilage. 
Operation seems to show that a common 
injury sufficiently severe to require surgical 
intervention may be fracture, longitudinal 
splitting of the cartilage, displacement or a 
tearing loose of the anterior end. Trans- 
verse fracture is also frequently found. 

Surls and Osgood state that a peripheral 
separation of the cartilage is probably the 
most frequent of all lesions. It is not seen 
at operation because of the mildness of 
symptoms, locking being absent or only 
momentary. As to loose bodies in joints 
the authors discuss the various theories in 
regard to production. Disturbance of func- 
tion due to hypertrophic synovial fringes 
and infrapatellar fat pads may be incident 
to traumatism or toxins. 

Bearing on treatment, rupture of the 
fibers of the internal lateral ligament in the 
absence of displaced or broken cartilage 
calls for immobilization, weight-bearing 

















being allowed in from seven to ten days. 
When weight-bearing is allowed the inner 
portion of the shoe is built up from one- 
quarter to three-eighths of an inch. The 
patient is directed to toe forward in 
walking. 

Ruptured external lateral ligament is 
treated the same way, excepting the outer 
part of the shoe is built up and the patient 
is allowed to bear his weight on the inner 
side of the foot. A chronically relaxed 
internal lateral ligament is treated by build- 
ing up of shoe and, if needful, by so 
splinting the joint that lateral motion is 
prevented. 

A knee locked for the first time by a dis- 
placed semilunar is treated by reduction and 
immobilization. The method of reduction 
suggested by the author is extreme flexion, 
abduction, and instructing the patient to 
extend the leg by a violent kick, this action 
being supplemented by the surgeon extend- 
ing and rotating the lower leg in a 
clockwise direction. The voluntary kick on 
the part of the patient is serviceable in that 
it renders the capsule tense, thus drawing 
the cartilage outward. The evidence of 
complete reduction is the power of com- 
plete extension accomplished by the patient 
himself. His feeling is usually a crude 
guide as to whether extension is complete 
or not. After reduction the knee is 
immobilized for six weeks, weight-bearing 
not being allowed for three weeks, and 
thereafter the shoe being built up on the 
inner side. If reduction is impossible the 
cartilage must be removed. Operation is 
also indicated in cases of persistent slipping 
or locking. As a part of the rigidly clean 
technique, the knife by which is: made the 
skin incision is discarded, and not even the 
gloved fingers are allowed to enter the joint. 
Moreover, ligation and suturing are entirely 
instrumental. Gentle active motions are 
allowed providing they be painless. After 
ten days active motion is encouraged and 
weight-bearing is allowed if painless. In 


a month the patient is allowed to take up 
his ordinary life. Overstretching of the 
crucial ligaments or tearing from the tibial 
Plaster cast is the 


spine calls for rest. 
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best means of securing fixation. Mas- 
sage is practiced in ten days, the cast being 
bivalved. The pieces of retained splint are 
applied in such way that the flexion of the 
knee is limited. Ingenious operative 
methods of restoring or replacing the 
crucial ligaments have not heretofore 
yielded results which make their practice 
desirable. 

As to hypertrophied fringes and fat, the 
authors believe an important item of treat- 
ment is to protect such structures from 
traumatism. Adhesive strapping of the 
anterior surface of the knee is sometimes 
serviceable. 

A cage splint, which prevents complete 
extension, is at times helpful, and exercises 
for the development of the extensor quadri- 
ceps should be formulated. 

In their tracing of cases Surls and Osgood 
obtained reports from 177 of 228 cases, on 
whom 181 operations were performed. 
About one-half these cases were operated 
on between 1900 and 1910, the other half 
between 1910 and 1920. Nearly all the 
cases were operated on for semilunar 
cartilages, loose bodies, or hypertrophied 
fringes. Pain, locking, limitation of 
motion were the usual symptoms. It is 
noted that derangement due to hypertrophic 
fat is not infrequently of sudden onset. 
Hypertrophy due to bone growth comes on 
slowly. 

The approach was usually through a 
lateral incision. In some instances the 
patella was split; this particularly when 
disturbed function was due to loose bodies 
which could not be definitely located on 
opening the joint. Of 92 semilunar cases 
the joint was closed in two without intra- 
articular interference; this because the 
cartilage seemed normal. It is noted that 
both these patients remained unbettered, but 
were cured by other doctors, one by having 
a semilunar removed; from which the 
authors are inclined to accept more readily 
Jones’s advice to remove a cartilage even 
though it seem normal, provided symptoms 
indicate internal derangement and other 
cause is not found. Seven patients com- 
plained of locking after operation. The 
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convalescent time from semilunars is given 
as over 34/5 months, something longer 
than needful in private practice. 

As to postoperative pain in contrast to 
that which existed before surgical interven- 
tion, there was great improvement, particu- 
larly in the semilunar cases; less marked 
with those operated upon because of hyper- 
trophic arthritis. The results were par- 
ticularly gratifying in operations upon the 
external semilunar cartilages. The post- 
operative locking was entirely cured in all 
the external semilunar hypertrophic fringe 
and fat cases. In the internal semilunar 
group seven cases out of 78 showed post- 
operative locking. In six of these the 
cartilage was not freely enough excised. 
All the cartilage that is accessible should 
be removed. 

There is noted a considerable percentage 
of easy fatigue after operation. 

In their study of results the authors class 
as very satisfactory those cases able to 
return to their regular work with either no 
difficulty. of any account or with none 
whatever. Thus of 77 internal semilunar 
cases 64 were ranked as very satisfactory, 
9 as poor. Of 14 external semilunar cases 
all are ranked as very satisfactory. Of 41 
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loose body cases 34 are very satisfactory. 
As to the results of operation on hyper- 
trophic fringes, 25 in all, 12 are given as 
satisfactory, 8 as poor. Five of the 9 cases 
operated on for hypertrophied fat were 
very satisfactory. 

D’Arcy Power is quoted to the effect that 
results are satisfactory in 82 per cent of 
cases. Henderson reports 68.2 per cent of 
successes. Strahlman and White state that 
86 per cent of the patients were completely 
satisfied with operation, this corresponding 
closely with the results as reported by Surls 
and Osgood. Mitchiner regards 96.9 per 
cent of the semilunar cases as able to carry 
on their ordinary life without trouble. 

In the series recorded by Surls and 
Osgood there were four cases of superficial 
sepsis and two of deep sepsis. 

The authors caution against failing to 
recognize tuberculosis of the knee before 
undertaking an open operation. Three of 
their cases exhibited this infection. Com- 
plaints of attacks of pain, tenderness, and 
effusion, especially if there be a history of 
slight or absent trauma; should at least 
suggest the taking of every means by which 
tuberculosis as the underlying factor may 
be excluded. 





Progress in Therapeutics 


Medical Therapeutics 


Some Uses of Digitalis. 


SUTHERLAND, in the Lancet of Decem- 
ber 8, 1923, states that it must not be 
assumed that in all cases of weak and 
rapid cardiac action digitalis is called for. 
It should not be made a routine practice to 
give digitalis in all such cases. The results 
will often be disappointing, and further, 
the patient will often be needlessly alarmed 
when he discovers that digitalis has been 
given. For the public are now firmly con- 
vinced that the use of digitalis implies the 
presence of heart disease, and that heart 





disease means a liability to drop dead at 
any moment. In cases of chronic alcoholic 
poisoning one frequently meets with certain 
symptoms suggestive of cardiac failure, 
such as an enlarged liver, a rapid heart, 
and a feeble pulse. To give digitalis in 
such a condition of poisoning is useless and 
it needlessly alarms the patient. 

The chief factor which interferes with 
the action of digitalis is a condition of 
active toxemia. In Graves’s disease we 
have a cardiac disturbance which would 
appear suitable for digitalis therapy— 
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namely, a persistently rapid heart. If the 
disease is active—that is to say, if the 
system is being poisoned by an excessive 
amount of thyroid secretion—it will be 
found that the use of digitalis in full doses 
has no effect. When the active symptoms 
have subsided and the toxemic condition 
has gone, the heart may have been dam- 
aged, as shown by the presence of auricular 
fibrillation or a rapid rate. At this stage 
digitalis may be given, and, as a rule, with 
great benefit. In the case of other poisons, 
such as alcohol in excess, the same results 
will follow, and it is useless to give digitalis 
until all signs of active toxemia have sub- 
sided. 

It is now generally accepted that in acute 
pyrexial conditions digitalis does not slow 
the heart and that no benefit follows its 
use. It does not seem to matter whether 
the pyrexia is the result of some local 
inflammation or of some general infection. 
There are probably several reasons for this 
failure to obtain benefit from digitalis. The 
raised temperature of the blood may stimu- 
late the s. a. node and lead to an increased 
rate, or the stimulation of the sympathetic 
nervous system may be so great as to over- 
power the vagus control. There are often 
toxic elements in the blood-stream which 
may directly stimulate the s. a. node to 
such an extent that nervous control is lost. 
Be the reason what it may, we have much 
evidence of this uselessness of digitalis 
during pyrexial conditions and we have no 
evidence to the contrary. It would appear 
that during pyrexial disease digitalis does 
exert its influence on the vagus nerve, but 
that no effect is produced on the heart-rate 
because a more powerful stimulant is at the 
time acting on the heart. Sutherland has 
evidence to show that if digitalis has been 
given in full doses during acute rheumatic 
disease with pyrexia, and if the tempera- 
ture falls, we may get such a marked 
slowing of the pulse as to show clearly that 
the inhibitory action of the vagus has been 
brought into action. As unfortunately we 
are not able usually to fix definitely the 
duration of a pyrexial illness, we cannot 
employ digitalis with any confidence, 
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although those who employ digitalis as a 
routine treatment in pneumonia have some 
support for their action. Even in a disease 
of fairly fixed duration like lobar pneu- 
monia, he does not know of any series of 
cases showing definite evidence of benefit 
from digitalis. Repeated disappointments 
have led many to give up using digitalis in 
pneumonia. 

If we contrast the two classes of cases, 
tnuse in which digitalis may be expected to 
do good and those in which it may not, we 
shall find: 

That digitalis is serviceable when the 
disturbance in the heart-rate arises in the 
cardiac tissues, and that it is not useful 
when the disturbance reaches the heart 
from without—te., through the blood- 
stream or the nervous system. 

That the therapeutic benefits of digitalis 
are obtained when the later manifestations 
of heart disease have appeared and not in 
the acute inflammatory or actively toxemic 
stages. ' 

He next asks the question, “What are 
the clinical indications for the use of 
digitalis?” Some are content to rely on an 
examination of the heart and pulse. There 
may be present some valvular murmurs, or 
alterations in the heart sounds, or changes 
in the size of the heart, but these are of no 
value in estimating the efficiency of the 
cardiac power. In the later stages of dis- 
ease with which we are dealing such 
changes have probably existed for a long 
time. So that an examination of the heart 
can never by itself be made the basis of our 
treatment. A weak pulse will not decide 
the matter because no one ever felt a strong 
pulse when the heart was beating 140 times 
a minute. Every heart-beat at that rate is 
weak and the pulse is correspondingly 
affected. The sphygmomanometer gives an 
appearance of scientific accuracy to a 
medical examination, but it is useless as 
a guide to the need for digitalis. In the 
typical case of auricular fibrillation there 
is no constant arterial pressure, for it 
becomes as irregular as the action of the 
ventricles. While we should carefully 
examine heart and pulse for comparison 
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later on with the conditions after treatment, 
we must look elsewhere for the indications 
as to immediate treatment. Before treat- 
ing the patient for cardiac failure we must 
have evidence that there is cardiac failure. 
Such evidence is to be obtained solely from 
the symptoms complained of by the patient 
and the signs in his tissues that the circula- 
tion is defective. In other words, a patient 
who requires digitalis has definite symp- 
toms of which he is conscious and which 
are probably distressing him, and sooner 
or later he shows the presence of edema in 
the lungs or extremities, engorgement of 
the liver, and congestion of the kidneys as 
manifested by a scanty amount of urine. 
The outstanding symptom is breathlessness, 
noticed at first on slight exertion, and 
increasing by degrees to breathlessness even 
at rest, and orthopnea. When breathless- 
ness is present, with or without some 
edematous effusion, and when the heart on 
examination is found to be the organ at 
fault, and when the ventricular rate is 
rapid, that is the time to give digitalis. The 
doctor, however skeptical he may be about 
drugs, can see the good effect produced, and 
what is more, the patient, however skeptical 
he may be, is soon conscious of the relief 
which has followed. 

Digitalis is a powerful drug and may be 
dangerous if unskilfully used. Perhaps 
that is why text-books and pharmacopeeias 
fail to indicate the full efficiency of digitalis 
by playing for safety with small doses. 
There is no doubt that the real merits of 
digitalis can only be learned by experience 
in dealing with many and different classes 
of cases. There are many points in com- 
mon between digitalis and alcohol. Some 
call alcohol a tonic and others call it a 
poison. Both are right—it is a question of 
dosage. Some call digitalis a tonic, others 
call it a poisonous drug. Both are right— 
it is a question of dosage. Some give 
alcohol for its sedative qualities, others give 
it as a stimulant—and the same applies to 
digitalis. Both views are correct, and both 


results can be obtained in suitable cases. 
The controversies over the use of alcohol 
are 


interminable, whereas as_ regards 
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digitalis we have much more precise 
knowledge and much more agreement. 

The first point to be remembered is that 
digitalis has to be given in such amount as 
to produce the required effect, which is 
slowing of the ventricular rate. This 
represents a considerable amount of digi- 
talis, and there may follow certain toxic 
symptoms. Our aim and object is to 
produce the maximum therapeutic effect 
with the minimum toxic effect. Some are 
so anxious to avoid the latter that they 
never succeed in obtaining the former. The 
minor toxic effects do not harm the patient, 
and are really helpful often as an indication 
when to stop the drug. It is only when 
they are ignored and the drug is continued 
that the really serious toxic effects on the 
heart and other parts of the body will be 
produced. Speaking generally, we find 
that for an ordinary effective course of 
digitalis from 4 to 6 drachms of a standard- 
ized tincture of digitalis will be required. 
The amount usually ordered per diem is 
from 1 to 1% drachms, according to the 
urgency of the patient’s symptoms. When 
three drachms in all have been taken, the 
amount is fixed at one drachm per diem 
until the heart-rate is slowed to 80 or until 
vomiting or headache or diarrhea super- 
venes. Very often the two occurrences are 
simultaneous—that is to say, nausea comes 
on and the heart-rate is found to be dis- 
tinctly slowed. It will be found that it is 
the cumulative effect of a considerable 
amount of digitalis given in a short space 
of time which tells on the vagus and slows 
the heart. If we give tincture of digitalis 
in 5- or 10-minim doses thrice daily we may 
in time give a much larger amount of 
digitalis without producing an effect on the 
heart or anything else, because the destruc- 
tion or excretion of digitalis is so complete. 
In practice, therefore, it is now customary 
to give from 4 to 6 drachms of tincture of 
digitalis spread over from four to six days. 
More recently massive doses of the tincture 
have been tried, 3 to 4 drachms in twenty- 
four hours, and good results have been 
obtained more quickly than by the slower 
method. 
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While this treatment by massive doses 
may be useful in urgent cases—that is to 
say, when the patient’s distress is very 
great—it has this disadvantage, that some 
patients are intolerant of digitalis and 
develop toxic symptoms on small amounts. 
If such a patient is treated with massive 
doses, the toxic phenomena ensuing may 
seriously interfere with the prospect of 
recovery. For ordinary cases which appear 
to be suitable for digitalis therapy, if 6 
drachms have been given without producing 
nausea or slowing of the heart-rate, it is 
advisable to stop the drug for twenty-four 
or forty-eight hours. If no change takes 
place during this time the drug may then 
be resumed for a few days in doses of 45 
minims of the tincture daily. But given a 
standardized preparation of digitalis or of 
digitalin, one usually finds a definite result 
when the amount taken corresponds to 6 
drachms of the tincture of digitalis. If we 
watch the patient as regards functional 
effects on the heart-rate or the onset of 
nausea and vomiting, we are not likely to 
meet with any of the seriously toxic effects, 
such as prolonged vomiting and diarrhea, 
or, on the heart itself, coupled beats and 
heart-block. Finally, it may be noted that 
children benefit as much as adults from 
digitalis, but they require much larger 
doses in proportion to their size. A child 
of ten or twelve years with a chronic 
rheumatic heart and rapid rate, and failure 
of the circulation, will take from 45 to 60 
drops of tincture of digitalis daily, or its 
equivalent, with great benefit if adminis- 
tered under the precautions given above for 
adults. 





The Effects of Posture on Relaxation 
Under Anesthesia. 


PALMER, in the California State Journal 
of Medicine for January, 1924, states that 
the importance of posture under anesthesia 
is commonly acknowledged as having a 
bearing upon respiration, circulation, strain 
on muscles and joints, and pressure on 
nerves. Less commonly the effect upon 
relaxation and the required depth of anes- 
thesia for surgical operations is considered, 
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but in every-day practice the subject is 
disregarded to an astonishing degree. 

Surgeons ordinarily, when making an 
examination for a suspected pathological 
condition of the abdomen, for example, 
place the patient in a posture which gives 
the greatest possible degree of abdominal 
relaxation, but the actual operation is 
frequently performed upon a patient in 
such a posture that the abodminal muscles 
are on a considerable tension. This natur- 
ally necessitates a much more profound 
degree of anesthesia, and is sometimes the 
determining factor in the use of a toxic 
anesthetic such as ether, instead of a non- 
toxic anesthetic such as nitrous oxide and 
oxygen. 

The ordinary dorsal position on a per- 
fectly flat surface, often with a very thin 
inadequate pad between the patient and the 
table, is one of considerable strain (1). This 
is greatly increased in the case of muscular 
or fleshy patients. Simply using a pillow 
of the proper size to bring the head in line 
with the body adds greatly to the patient’s 
comfort by relaxing the neck muscles (2). 
It is not sufficient to use the same size 
pillow for all patients, for naturally one 
that would be satisfactory for a slender 
patient, such as the one shown in the figure, 
would be entirely inadequate for a larger 
patient. This seems almost absurdly sim- 
ple, but Palmer ventures to say that not all 
hospitals provide pillows of various sizes 
for their operating-tables. Flexing the 
thighs to a greater or less extent adds 
greatly to the patient’s comfort, and by 
easing the tension on the abdomen increases 
relaxation (3). Frequently when this is done 
patients say, “Oh, that’s better.” The use 
of a small firm pillow under the back 
decreases the probability of postoperative 
backache, but here again it is necessary to 
have pillows of various sizes. Too large a 
pillow increases tension. It is a safe rule 
that, unless the back pillow is comfortable 
while the patient is awake, it is not of the 
correct size or is not properly placed. 

To further increase abdominal relaxa- 
tion (4), it is sometimes of advantage to 
elevate the thorax to some extent. In the 
picture she purposely accomplishes this by 
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means of pillows as suggesting that an 
especially constructed table is not required. 

The ordinary Trendelenburg position (5) 
is one of considerable strain, and certainly 
in this posture the abdominal muscles are 
on a definite tension. When Palmer was 


taking the picture for this slide, the model 
remarked that the posture was decidedly 
uncomfortable, but as soon as the thighs 
were flexed and the legs supported (6), she 
volunteered the information that the 
posture comfortable. The simple 
experiment of raising and lowering the legs 
shows definitely the relaxation of abdominal 
muscles with the legs raised and supported 
as in this illustration, and the tension of the 


was 
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same muscle when the legs are lowered (7). 
The use of the back pillow in this perni- 
cious type of Trendelenburg position may 
decrease postoperative backache, but cer- 
tainly does not add to abdominal relaxation. 

Raising the thorax in what she ventures to 





call the correct Trendelenburg position (8) 
sometimes assists in abdominal relaxation 
just as it does in what she ventures to call 
the correct dorsal position (4 again). The 
reversed Trendelenburg position causes a 
degree of strain which actually interferes 
to some extent with respiration (9). 

By flexing the thighs, raising and sup- 
porting the legs, and slightly raising the 
thorax in addition to the inclination of the 





(7) 


(8) 


(10) 
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table, the entire anesthetic condition is 
changed for the better, and there is a 
definite increase in relaxation (10). 

At Stanford University Hospital, as a 
result of observation in a series of more 
than 10,000 cases, Palmer has come to 
believe that due attention to posture during 
induction and maintenance of anesthesia 
pays large dividends in ease and rapidity 
of induction of anesthesia; greater relaxa- 
tion; less profound degree of anesthesia 
required; better condition of patients after 
operation and greatly decreased postopera- 
tive discomfort. 





The Sun Treatment of Tuberculosis. 


The British Medical Journal of Decem- 
ber 29, 1923, states that at a meeting of the 
London Association of the Federation of 
Medical Women, held on December 11 at 
the Elizabeth Garrett Anderson Hospital, 
Mrs. Agnes Savill read a paper on the sun 
treatment of tuberculosis at Leysin. She 
had visited the world-famous clinic of Mr. 
Rollier, and attended the summer course 
of lectures and demonstrations. She gave 
a vivid description of the clinics (Les 
Frénes, and the chalets), their spacious 
balconies, clear and artistic rooms, filled 
with the morning sun, the happy patients, 
the brown and laughing children playing 
naked in the snow, and emphasizing the 
prevailing spirit of comradeship and cheer- 
ful helpfulness. She then dealt with the 
more scientific aspects of the treatment, 
and briefly discussed the bactericidal and 
chemical properties of light. It was pointed 
out that the ultra-violet rays, though 
apparently of low penetrating power, never- 
theless seemed to be of great. therapeutic 
importance, and it was suggested that their 
wave-length might be modified by passage 
through the pigment-containing basal layers 
of the epidermis. — 

That the good results were due largely 
to the sunlight itself rather than to the pure 
air and good conditions was indicated by 
the fact that the results seemed to be 
distinctly poorer in cloudy weather; very 
severe reactionary effects can be produced 
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by improper or careless dosage. Light, 
like any other therapeutic agent, requires 
careful regulation, the dose being estimated 
for the individual and based on the meas- 
urement of definite reactions—namely, rise 
of temperature, dermatitis, exhaustion, etc. 
It was worthy of note that the muscular 
system was maintained in good condition 
by the action of the light alone, the patient 
being kept at rest without massage. She 
also dealt with the various artificial substi- 
tutes for sunlight, which could be used in 
this country, including the carbon arc lamp, 
which is giving good results at the London 
Hospital at the present time, the mercury 
vapor lamp, and the tungsten arc; this last 
one gave the greatest proportion of ultra- 
violet rays and required, therefore, short 
exposures. In conclusion, she emphasized 
the need of accurate dosage of sunlight, 
pure air, and lengthy treatment, if a 
successful result was to be obtained. 

Kate Platt read some notes sent by 
Florence Stoney on several cases she had 
treated at Bournemouth with good results, 
Charlotte Brown said that her experiences 
at Leysin confirmed those of Agnes Savill, 
and dealt with the sun treatment in Eng- 


land, supplemented by arc-lamp treatment 
in the winter. 





Dermatologic Prescription Writing. 

Rucctes, in the Archives of Dermatology 
and Syphilology for December, 1923, states 
that many pharmacists are accustomed to 
drop phenol solution on a powder, rub it 
up and add the ointment base later. This 
should never be done, because the water of 
the solution is taken up by the powder and 
the phenol crystallizes, resulting in an 
ointment which is more or less rough. This 
can be detected by rubbing it with a spatula 
on a hard surface or between the thumb 
and finger. It is much safer to prescribe 
the powder and base first, write “mix and 
add” and then the quantity of phenol 
desired. 

When phenol is combined with menthol, 
camphor or other remedies of this nature, 
the two should be rubbed up together first, 
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producing a semi-liquid mass, which is then 
rubbed. up with the base before adding 
other remedies. 

-The drug which occasions more trouble 
in prescriptions than all others combined is 
Peryvian balsam. As a rule, an ointment 
which contains it refuses to be rubbed into 
the skin and rolls up into windrows which 
cannot be disintegrated. It should invari- 
ably be rubbed up with half the quantity of 
castor oil before being added to an oint- 
ment base. His favorite prescription for 
scabies is the one given in Hardway and 
Grindon’s text-book on “Cutaneous Thera- 
peutics :” 


BR (1) Balsam of Peru, 3v; 
Castor oil, 3ijss. 
Mix. 
ie _ (2) Precipitated sulphur, 3iv; 
Wool-fat, 3iij. 
Cinnamon oil, m. xl. 
Mix. 
(3) Betanaphthol, 3); 
Alcohol, 3iij. 
Mix 1 and 2 and add 3. Apply four (or three) 
nights in succession as directed. 


The. cinnamon oil disguises the odor of 
Peruvian balsam, which is so pungent and 
so diagnostic of scabies. 

An ointment originated by Wende, which 
has extraordinary healing power and is of 
greatest value in the after-care of epithe- 
liomas which have been treated by com- 
pletely removing them by electrolysis or 
curettement and acid mercuric nitrate 
(Sherwell’s method), as well as in many 
ulcers and wounds which are not healing 
as rapidly as they should, is prescribed as 
follows: 

K (1) Balsam of Peru, 3jss; 

Castor oil, m. xlv. 

Mix. 

(2) Yellow petrolatum, 3ivss; 
White wax, 3). 

Mix. 

(3) Thymol iodide, gr. xlv; 
Olive oil, m. xxx. 


Mix 1 and 2, add 3. Apply daily as directed. 
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A prescription which has given him the 
most complete satisfaction in the cases men- 





tioned above when exuberant granulations 
occur and retard prompt healing, or, as they 
occasionally do, project above the surface 
and, if not interfered with, produce a pro- 
tuberant scar, is the following: 
R Zinc chloride, gr. Ixxv; 

Water, £3); 

Hydrochloric acid, m. x. 

Its action is inestimably better than that 
of lunar caustic, as it produces no eschar 
which has to slough away, retarding heal- 
ing; and one is surprised on dressing a 
lesion, a day or two later, to see how the 
reparatory process has advanced. It is also 
the best caustic in chancroid, except the 
actual cautery, and is superior to this in 
moderately severe cases. 

In prescribing resorcin, it is preferable 
to add an equal quantity of alcohol or water 
and write beneath “mix and add,” and in- 
corporate it with the ointment base before 
adding the other ingredients. For instance, 
his favorite and most effective prescription 
for seborrheic eczema of the scalp is: 

BR Resorcin, 

Alcohol, 44 3ss. 
Mix and add 
Wool-fat, 3jss; 
Rose ointment, 5vss ; 
Precipitated sulphur, 3). 

Betanaphthol should be combined with 
three parts of alcohol before being added 
to the other ingredients of an ointment and 
then rubbed up with the ointment base. 

In prescribing tar.ointment, it is advis- 
able to employ a certain proportion of wool- 
fat, as the ointment is rendered smoother. 
The salve for epidermophytosis he now 
prescribes as follows: 

R Zinc oxide, 3jss; 

Wool-fat, 5ij ; 

Tar ointment, 3iij; 

Rose ointment, 3ijss. 
Mix and add 

Phenol, m. xv. 


Oil of cade and oil of birch make much 
smoother ointments. 

Petrolatum and fatty bases containing 
over 5 per cent of water, such as cold cream 
and hydrous wool-fat, should not be used 

















alone with balsams and crude coal tar. If 
used at all, an equal quantity of wool-fat 
should be employed. The best bases are 
wool-fat and benzoinated lard (fresh). 

Acids, including salicylic acid, should 
never be prescribed with bases containing 
water, such as cold cream or hydrous wool- 
fat, as the water in this type of prepara- 
tion is held in suspension in the form of a 
solid emulsion. Acids split this emulsion 
and an unsightly mass is the result in a 
short time. Wool-fat is anhydrous. 

Sulphur gives no trouble in ointments 
except those which require heating to com- 
pound, for example, when they contain 
wax. Sulphur melts at a low temperature. 

Yellow or red mercuric oxide must never 
be used on the lids when employing argyrol 
in the eyes. A chemical reaction ensues, 
resulting in decolorization of the argyrol, 
which causes an extremely severe conjunc- 
tivitis. This has occurred several times in 
the practice of a local oculist. He accused 
the pharmacist of putting up the prescrip- 
tion wrongly, whereupon this discovery was 
made. 

Camphor should be dissolved in chloro- 
form before being added to a powder. 
Anderson’s dusting powder should be pre- 
scribed as follows: 


RK Camphor, 3ss; 
Chloroform to dissolve; 
Starch, 3); 
Zine oxide, 5vj. 
Triturate with starch until chloroform odor dis- 
appears and add zinc oxide. 


If camphor is rubbed up with a powder 
directly, it will mass into granules. 

Lotions containing phenol should carry a 
small quantity of glycerin to insure misci- 
bility. 

Menthol should be rubbed up or dis- 
solved in a solvent miscible with the other 
ingredients in the lotion. 

Olive oil when used in an emulsion must 
carry an equal quantity of lime water or 
other emulsifying agent. 

Calamine liniment, which is a most valu- 
able preparation for acute inflammatory 
conditions of the skin, especially where 
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there is severe burning, should be pre- 
scribed as follows: 

Rk Zinc oxide, 3j; 

Pulverized calamine, 3xj; 
Olive oil, Sviij. 
Mix and add 
Phenol, 3jss; 
Lime-water, to make 5xvj. 

If not prepared in this manner a poor 
emulsion will be the result, and the prepara- 
tion will never be twice the same. 

Lotio alba comp. should be prescribed as 
follows: 

R (1) Zinc sulphate, 3j; 

Rose-water, 3ij. 

Mix. 

(2) Sulphurated potash, 3j; 
Rose-water, 5ij. 

Mix and filter. 

(3) Precipitated sulphur, 
Alcohol, aa 3jss. 


Mix 1 and 2, rub 3 smooth in mortar. Add 1 


and 2 mixture gradually by trituration. 

In prescribing Startin’s mixture, it is 
preferable to add 3 drachms (11.6 gm.) of 
alcohol to 4 ounces (124.4 gm.). Other- 
wise the solution will throw down a pre- 
cipitate in a few days which at least impairs | 
the patient’s confidence, whether or not it 
interferes with its therapeutic action. 

For several years Ruggles has been using 
the following modification of Startin’s mix- 
ture in eczema, and he is convinced that it 
assists the local treatment appreciably, al- 
though, as a rule, he is skeptical about the 
internal treatment of most skin diseases. 
A good many patients state that they feel 
much improved physically from its use and 
employ it as a tonic afterward. 

RK Magnesium sulphate, 3vj-3j; 

Ferrous sulphate, gr. x; 

Diluted sulphuric acid, 3j; 
Rectified spirits of wine, 3iij; 
Infusion of quassia, to make iv. 

Teaspoonful in water three times a day after. 
meals, 

In prescribing ointments, it has long been 
his custom to use such quantities of the 
different ingredients that the mixture--wils 
approximately fill a 1-, 2-, 3- or 4-ounce 
jar. 
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This is done for two reasons: first, be- 
cause the pharmacist will charge the same 
for 1% to 1% ounces (41.4 to 51.7 gm.) 
as for a full 2 ounces (62.2 gm.) ; and sec- 
ond, because he estimates percentages not 
according to weight, but according to bulk. 

This requires a little extra thought and 
care, but is easy when one remembers that 
a powder will add only about one-third of 
its weight in actual volume, and, if rubbed 
up with alcohol or water, only one-half of 
the combined weights. For instance, in 
prescribing Lassar’s paste, he uses the fol- 
lowing ‘formula: 


k. Zinc oxide, 
Starch, 
Petrolatum, 
Rose ointment, 4a 3iij. 
This just fills a one-ounce jar. If, as gener- 
ally, he adds phenol, he writes beneath 
Mix and add phenol, m. x. 


Many skins are irritated by petrolatum 
when used as the sole ointment base, and 
it is preferable to combine it with an equal 
or larger quantity of cold ceram. 

It is well to specify petrolatum U. S. P. 
for ointments, as many grades are used, 
some of which are of very poor quality. 

When prescribing an ointment contain- 
ing tar, it is advisable to direct the patients 
to cleanse the skin with absorbent cotton 
and olive oil or sweet oil before applying 
it again. Otherwise irritation is likely to 
ensue. 





The Comparative Value of Cocaine 
Substitutes. 


At a recent meeting of the Royal Society 
of Medicine (Lancet, Dec. 15, 1923), 
Watson-WILiLIAMS_ spoke especially of 
surface anesthesia in laryngological prac- 
tice. His experience with eucaine and 
butyn was limited to their use by surface 
absorption. Eucaine he had used since 
1902, and later the more soluble eucaine 
lactate in a 5- to 12-per-cent aqueous solu- 
tion for rhinological cases. It was fairly 
efficient for the galvanocautery, but as it 
did not produce mucosal ischemia, adrena- 
lin generally needed to be added. Butyn 
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he had used for nasal anesthesia in 2- to 
5-per-cent aqueous solution. Its action 
appeared to be exactly similar to that of 
eucaine lactate, but it was two or three 
times as strong in the matter of anesthesia 
and at least three times as toxic. In the 
case of all the known substitutes, adrenalin 
required to be added when vascular con- 
striction was needed. The adrenalin, how- 
ever, was often followed by a somewhat 
prolonged secondary turgescence, some- 
times by irritation, and coryza lasting two 
or three days. For these reasons he now 
restricted his use of eucaine or butyn to 
such processes as Eustachian catheteriza- 
tion. He had often used 5-per-cent butyn 
for nasal sinus exploration. Butyn proved 
quite as toxic as cocaine and less efficient. 





The Sequele of Lethargic Encephalitis. 

Buzzarp, in the British Medical Journal 
of December 8, 1923, states that we are 
still without any specific treatment for the 
acute disease and consequently unable to 
prevent the development of sequele. Per- 
haps some of the mental disabilities already 
referred to may be avoided by the simple 
precaution of giving patients a sufficiently 
long and sufficiently protected convales- 
cence. The same precaution may be 
effective in clearing up the residual symp- 
toms and in rendering the appearance of 
physical sequele less likely. The chief 
problem we have to face, however, is that 
of treating such serious disabilities as 
epilepsy, involuntary movements, and the 
distressing disability associated with the 
Parkinsonian syndrome. The treatment of 
post-encephalitic epilepsy requires no spe- 
cial comment. In the main it is medicinal, 
but there are occasional cases in which the 
symptoms point to a definite focal lesion 
and in which the question of surgical 
intervention must be considered. He has 
seen meningeal cysts following encephalitis 
productive of Jacksonian epilepsy and cured 
by surgery. 

So far it has been difficult to credit 
any therapeutic measure with success in 
preventing or diminishing involuntary 

















movements. Perhaps tremor may be les- 
sened by the exhibition of hyoscine, but 
the writer’s experience has not been very 
encouraging in this direction. Some 
observers have found that hyoscine and 
gelsemium are effective in mitigating the 
rigidity characteristic of the Parkinsonian 
patients, and suppositories of belladonna 
have in one case at any rate produced 
dramatic if only temporary amelioration. 
Speaking generally, he has had to rely 
chiefly on a combination of psychotherapy 
and physical reéducation for any results in 
the way of alleviating distress and disabil- 
ity. If our conception of the pathological 
changes underlying the sequelz of encepha- 
litis is correct, our only hope of success lies 
in helping nature in its efforts to restore 
functional activity to damaged tissues. 





The Use and Abuse of Obstetric 
Forceps. 


Scott, in the correspondence columns of 
the British Medical Journal of December 
15, 1923, states that his experience in the 
obstetric art is gained from abnormal cases 
among Asiatic slum-dwellers—Chinese, 
Malays, and Tamils. As the national cus- 
toms of these races strictly forbid the 
presence of a male unbeliever in the 
lying-in room of their womenfolk, it will 
readily be understood that he only attended 
those confinements which showed some 
definite abnormality. By far the most 
common symptom for which he was called 
in was delay in the second stage, due to the 
simple atonic inertia to which these anemic 
malaria-ridden mothers are subject. In 
former days it was his practice to apply 
forceps in nearly all these cases, using 
every care to avoid damage and carefully 
repairing what he did do. He gets very 
much better results now from an injection 
of pituitrin, which is surely the busy 
obstetrician’s best friend. A point of 
interest is the opinions expressed as to what 
constitutes serious delay in the second stage. 
His first question to the importunate mes- 
senger sent to call him is, “How long is it 
since labor pains came on?” It is only 
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rarely that the period stated is less than 
twenty-four hours, and three days is quite 
a common answer. The edematous con- 
dition of the genitalia and the general 
condition of the patient usually bear out 
this statement. Yet if the mother is not up 
and about her usual avocations two days 
later the husband is apt to regard both the 
practitioner and the mother as dismal 
failures. 

The squatting position is used by most 
Asiatics, and in reply to Dr. Fairbairn’s 
question as to its efficacy, he says that it 
largely depends on the state of the abdom- 
inal musculature. Given a multipara with 
a flaccid abdominal wall there is a tendency 
for the heavy uterus to fall forward early 
in labor, and the expulsive powers then 
tend to spend themselves in a wrong 
direction. He recalls the case of an elderly 
Tamil to whom he was called after she had 
undergone two days of the ministrations of 
a local handywife. The labia were greatly 
swollen and edematous and bleeding from 
tears made by predecessors—for your 
native accoucheur regards the vulva as the 
only obstacle in such cases—and the uterus 
projecting forward over the pubis. On 
putting the patient in the dorsal position 
and making a little gentle pressure on the 
fundus the child was delivered at once and 
without difficulty. 





The Temperature of the Skin Over 
Lipomata. 


Burrows, in the column on “Clinical and 
Laboratory Notes” of the Lancet of 
December 22, 1923, states that it is com- 
mon knowledge that when a fatty tumor is 
palpated a sensation of fluctuation may be 
produced which is indistinguishable from 
that caused by a collection of fluid. A con- 
fused or mistaken diagnosis may arise from 
this cause if on account of its depth or for 
any other reason the lipoma cannot be 
readily recognized as such by inspection. 
For this reason any additional means which 
will help us to distinguish a fatty tumor 
from other swellings will be acceptable, and 
it is on this account that he calls attention 
to the fact that the temperature of the skin 
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over a lipoma is constantly reduced when 
a comparison is made with due attention to 
symmetry and conditions of exposure. The 
relative coolness of the skin overlying a 
lipoma, as compared with that of a similar 
area on the opposite side of the body, is so 
considerable that it can be appreciated 
readily by palpation with the palm of the 
hand; and as a diagnostic aid is reliable. 

As the test is by contrast only, care, of 
course, must be taken to make the compari- 
son a proper one both as regards the parts 
which are compared and the time during 
which they have been exposed to the air 
prior to the examination, and it is especially 
to be remembered that appreciable differ- 
ences of surface temperature are noticeable 
in different parts of the same limb. For 
example, the skin over the patella, in health 
and in natural conditions, is cooler than 
that over the quadriceps muscle; while the 
back of the calf is distinctly warmer to the 
touch than the skin where the tibia is sub- 
cutaneous. The reason for these differences 
is obvious enough, but they must be borne 
in mind when inferences are to be drawn 
from the results of palpation. 

He thinks that some apology ought to 
be made for calling attention to such a 
simple diagnostic aid. Probably genera- 
tions of surgeons have employed it. Never- 
theless he has failed to find any reference 
to the matter in print, and every help 
toward a correct recognition of the nature 
of a tumor may be of value. 





‘ Opium and Dyspnea. 


In its “Annotations,” the Lancet of 
December 29, 1923, states that the indica- 
tions for opium in the treatment of dyspnea 
would appear to be borne out on physiolog- 
ical grounds by the data collected by 
Fraser, who introduced the subject in a 
comprehensive review of recent research in 
this field. Fraser quotes the investigations 
of many workers on differing clinical types 
of cardiac dyspnea, and comes to the con- 
clusion that if the present explanation of 
the causes of dyspnea is correct, then any 


treatment that is to affect the fundamental 
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cause of the dyspnea—that is to say, 
oxygen deficiency through stasis—must be 
directed toward improving the efficiency of 
the circulation. Administration of oxygen 
can only be useful when the arterial blood 
is deficient in oxygen. The rapid shallow 
breathing of cardiac dyspnea is peculiarly 
ineffective in correcting the disturbance, as 
it permits of stasis in the bases of the lungs 
and deprives the respiratory movements of 
much of their value in aiding the circula- 
The administration of morphine 
causes slowing of the respiration, with the 
result that, clinically, the circulation of the 
patient would seem to be stimulated and his 
general condition improved. Thus mor- 
phine apparently does more than simply to 
check a symptom. 


tion. 


In the treatment of paroxysmal dyspnea 
with progressing edema of the lungs, not 
only do the respiratory disturbance and 
distress diminish, but the edema of the 
lungs may clear. If such paroxysms, with 
or without the development of edema, are 
due to an exacerbation of the failure of the 
left ventricle, as seems most likely, then the 
essential cause of the dyspnea will be the 
cardiac dyspnea— 
namely, oxygen-lack at the center. This 
will result in lowering of the carbon 
dioxide pressure and alkalemia, and since 
the dyspnea continues the center must be 
acting at a lowered threshold to H-ion con- 
centration. This is the conception of 
Haldane in the condition of oxygen-lack in 
healthy people. Morphine depresses the 
center, so that it reacts at a_ raised 
threshold. The effect of treating cases of 
dyspnea with morphine would therefore be 
to raise the threshold so that the center 
reacts only to a higher H-ion concentration 
than before. This would have the effect 
of restoring the carbon dioxide pressure 
throughout the body and in the medulla to 
a more normal level. 

Fraser emphasized the need of carefully 
ascertained facts in the study of this con- 
dition, and concluded a valuable paper by 
laying down an important axiom. The use 
of drugs in order directly to affect the 
dyspnea with benefit to the patient cannot 


same as in simple 
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be clearly understood until the conditions of 
the center and the afferent impulses, and the 
actions of such drugs on the center and on 
the afferent impulses, are elucidated. 





The Effects of the Arsenobenzol Treat- 
ment of Syphilis on Liver Function. 


In the British Medical Journal of Decem- 
ber 22, 1923, MacCormac and Donpps state 
that while admitting jaundice may result 
from the injection of any form of arsenic 
and apart from syphilis, and also that there 
is some evidence of the occurrence of 
epidemic jaundice among patients being 
treated for syphilis—which may point to 
some additional unknown factor—they are 
nevertheless of the opinion that, in the type 
of jaundice met with in the clinic where 
their observations have been made, the 
condition should rather be attributed to the 
disease than to the remedy used. Thus 
they have been unable to confirm the find- 
ings of others that a disturbance of liver 
function is common after arsenical admin- 
istration; indeed, their observations lead 
them to take a contrary view. Further, it 
has been noted by them that in a number of 
cases in which jaundice supervened during 
treatment, although the result of treatment 
might appear entirely satisfactory, after 
an interval the Wassermann reaction, which 
may have been and usually was negative, 
again became positive, indicating that steril- 
ization had not been complete. It may 
reasonably be supposed that in these cases 
certain spirochetes had escaped and had 
assumed a special activity in the liver sub- 
stance, first producing jaundice and later 
the positive Wassermann reaction. 

It would appear certain that the incidence 
of jaundice among those suffering from 
syphilis is now higher than formerly. This 
may, however, be explained on the assump- 
tion that in consequence of the rapid 
destruction of the infecting parasites by the 
specific remedy those natural processes of 
protection which would normally be called 
into being are not elaborated, and thus any 
escaping microdrganisms find the tissues 
they invade in an unprotected state. This 
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would account for the phenomenon noted— 
that is, jaundice. It is interesting to recall 
that in the early days of the use of “606” 
the remedy was blamed for the lesions of 
cranial nerves then not infrequently ob- 
served, but that later it: was shown that 
these effects were the result of the disease, 
not of the remedy employed to’ treat it. 
These investigations were undertakef 
with an entirely open mind. The object 
was to determine whether the methods of 
treatment employed were liable to cause 
injury to the hepatic tissue. 
believe not to be the case. 


This they 





The Therapeutic Value of Intravenous 
Iodine. 

JEUDWINE, in the Indian Medical Gazette 
for December, 1928, states that the benefit 
of the treatment appears to be due to a 
rapid hyperleucocytosis which comes on 
within twenty-four hours after an injection 
of 10 minims to 2 cc of iodine solution as 
given below. How much is due to the 
iodine and how much to the leucocytosis 
he is not prepared to say, but believes that 
as the leucocytosis is permanent for some 
months and as the amount of iodine used 
is very small, the leucocytosis is the greatest 
factor in the treatment. 

As to the preparation of iodine and 
dosage for general use, he states that when 
he began this treatment he used 5 m. of 
tincture of iodine in 10 cc of distilled water, 
but for various reasons he determined to 
give larger doses. 

One cc of tincture of iodine contains, 
roughly, half a grain of iodine, and of this 
1 or 2 cc can be given, diluted up to 10 cc, 
as a single dose. 

Another preparation consists of potas- 
sium iodide 36 grs., iodine 24 grs., and 
water to the ounce; 1 cc of this equals, 
approximately, one grain of iodine, and of 
this 1 to 2 cc in the same dilution can be 
given. 

Cases can be treated with any of these 
preparations and the same effect produced 
in all cases. There is no apparent choice 
of any preparation. 
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If an ordinary “Record” syringe with a 
needle attached is filled with the iodine 
solution, and a vein punctured, certain 
difficulties may be encountered. 

It is sometimes difficult to be certain that 
you are actually in the lumen of a vein. In 
giving salvarsan some blood flows up the 
needle and indicates that you are there; 
there is a distinct red and yellow of blood 
and salvarsan, but with iodine solution it is 
different. The iodine is a dark-red color, 
especially if 2 cc of solution is used, and 
in a bad light it is difficult to see if any 
blood, as indicated by the flocculent deposit, 
has entered the syringe. 

The lumen of the needle may get 
blocked. The needle that he uses is of 
extremely fine bore, and when iodine and 
blood meet in the lumen of the needle a 
blockage may take place. It is best, there- 
fore, to fill the syringe with the solution and 
keep the needle separate and not allow it 
in contact with iodine. Iodine will take 
the plating off the needle. 

The procedure which he adopts is as 
follows: The patient lies on the table with 
the arm to be used straight out. A piece 
of bandage 10 inches in length is taken and 
placed under the arm about 2 inches above 
the elbow, brought across and given a 
single twist in front. No knot is tied; it is 
quite unnecessary, it wastes time, and may, 
with a clumsy assistant, cause the needle 
to jerk out of the vein when being untied. 
The assistant places his thumb over the 
twist and so holds the bandage in place and 
supports the arm; with his other hand he 
supports the forearm. 

The vein is selected, and the skin in that 
area is cleansed with methylated spirit. 
Iodine on dark skins obscures the view of 
the vein. The needle to be used is steril- 
ized in spirit and the syringe filled with the 
solution of iodine to be used. 

The requisite amount of tincture of 
iodine, or other iodine solution, is drawn 
up into the syringe and the distilled water 
drawn up after. The solutions require to 
be mixed up in the barrel of the syringe, 
especially in cold weather. 

Everything being now ready, the needle 
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is taken and inserted into the selected vein 
and the blood seen to flow. The barrel of 
the syringe is immediately fitted on, and the 
assistant releases the twist of the bandage 
and gently raises the arm. The solution is 
injected slowly. The needle is removed 
and the puncture sealed with collodion. 

The same difficulties are encountered as 
in giving salvarsan injections in the selec- 
tion of a vein. In fat women it may be 
very difficult to find a vein. Most children 
are fairly easy subjects. 

Veins which stand out well in muscular 
men are easy, but a sharp-pointed needle is 
essential, as it is very easy to get an 
effusion of blood at the site of puncture if 
the attempt fails. These veins are very 
tough and easily slip to one side unless 
properly supported. 

As large a vein as possible should be 
selected. Never inject into a small vein 
near the wrist or a thrombosis is certain 
to occur which may spread up the whole 
vein. 

Patients vary enormously as to the pain 
at the time of injection. It does not seem 
to matter what strength of solution is used 
or how slowly it is injected. In some 
patients one can inject fairly rapidly with 
a strong solution and no pain is experi- 
enced. In others one can use a weak solu- 
tion and inject slowly and they complain of 
some pain. 

On this account he has found it better 
to limit the amount of fluid to 10 cc, as 
even with a greater dilution to 20 cc the 
pain seems to increase with the length of 
time taken, even with a solution of half the 
strength. 

The pain starts at the site of puncture 
and travels up the arm to the region of the 
clavicle. When it occurs it is best to con- 
tinue the injection as long as the patient 
can stand it, and then stop for a few 
seconds—-the pain very soon passes off; 
then start again slowly and finish the 
injection as soon as possible. The pain 
ceases almost immediately after the injec- 
tion is finished. 

In some cases a false puncture is made 
and a local hematoma occurs. He does not 
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attempt to continue at this point but tries 
another vein in the same arm or the other 
arm. 

If the vein is properly punctured and the 
needle free in the lumen, the solution will 
flow at once and easily. 

If, however, the needle is in the coats 
of the vein or has passed through the vein 
into the surrounding tissues, the solution 
will not flow. Stop at once. 

Luckily, no material harm is produced by 
a false puncture, and the iodine solution 
does not cause any destruction of the 
tissues as does salvarsan. There is a 
transient local swelling and inflammation. 

A slight thrombosis which is local may 
occur and did occur in 50 per cent of cases 
at first, but with improved technique it has 
diminished. 

He has had only two cases of severe 
thrombosis, and from acquired experience 
these can be avoided. 

In the first case he had to treat a fat 
Hindu woman, and no vein could be seen. 
He had no instruments to expose a vein and 
was very unwilling to give the injection into 
the only vein which presented itself, which 
was a small vein at the wrist. 

The patient was very insistent on having 
the injection given as she had had one the 
previous week into the vein at the bend 
of the elbow and had considerably im- 
proved. There was a slight thrombosis at 
that site. 

The small vein was punctured and the 
injection given slowly. Pain was felt at the 
time but was not severe. She later devel- 
oped a thrombosis from the wrist to the 
arm which was very painful and only sub- 
sided after about two weeks. 

The other case was in a patient with 
advanced tuberculosis of the lung who 
could only lie on his right side. He had the 
injection in a large vein in the right fore- 
arm, and developed a severe thrombosis 
which must have extended to the axillary 
vein. 

Both these causes can be eliminated by 
never injecting into a small vein and never 
allowing a patient to lie on the arm which 
has been injected. 
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Out of nearly 1000 injections given, these 
are the only two serious cases. The other 
thromboses were trivial. 

As a rule, within an hour or a few hours, 
there is a reaction which consists of the 
patient developing a temperature up to 
102°, 103°, or 104°. The temperature falls 
in about two hours, and, except for keeping 
the patient warm and quiet, there is nothing 
to do and nothing to worry about. 

He has found as a general rule that those 
patients who have a quick and good reaction 
do best, and it is a symptom to be wished 
for rather than the reverse. 

He has had one case of delayed reaction. 
A boy of eighteen who had a patch of pul- 
monary tuberculosis and had had an 
injection a week before with a good 
reaction, at the second injection had no 
reaction. The next day, in the evening, 
thirty-six hours after the injection, he 
began to get a rigor and had a temperature 
of 105°. He‘was all right the next day, 
and had two subsequent injections with 
normal results. When last seen nine months 
ago he had no daily rise of temperature, no 
cough, and had put on nearly two stone in 
weight. 

Some patients after the first injection say 
that they feel better, but weak. These 
are usually chronic lung cases. He believes 
that this is due to the reaction of the iodine 
on the red blood corpuscles. 

In these cases he does not give a second 
injection until they feel stronger, which 
they usually do in two to three weeks’ time. 
He puts them on a tonic such as Fellows’ 
syrup. These cases are not very common. 
The leucocytosis is high, and a second in- 
jection on that account can be dispensed 
with. They usually do well. 

Subsequent injections can be given seven, 
ten, or fourteen days after the first injec- 
tion, according to the condition of the pa- 
tient, and the leucocytosis produced. No 
harm results from second injections given 
seven days after the first, but there seems to. 
be no necessity for doing so if the patient 
is improving and the leucocytosis is high. 

Patients who complain of weakness 
should not be given a second injection 
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until they feel stronger, as there may be a 
certain degree of: hemoglobinuria. This is 
largely a matter of experience, which is 
soon gained when dealing with a large num- 
ber of cases. 

Jeudwine has proved to his own satisfac- 
tion that (1) a general hyperleucocystosis is 
produced; (2) chronic ulcers’ heal rapidly ; 
(3) cases of incipient tuberculosis of the 
lung are at all events arrested; (4) cases of 
the second group of tubercle of the lung are 
in many cases benefited; (5) cases of 
chronic bronchitis are very much improved ; 
and (6) cases of corneal ulcer are quickly 
cured. All these are cases of inflammation. 





Treatment of Migraine by Calcium 
Lactate. 


BIGLAND, in the British Medical Journal 
of December 15, 1923, states it will be plain 
from the formidable list of drugs used in 
combating migraine how unsatisfactory our 
treatment is. Following upon accustomed 
lines the treatment of a paroxysmal malady 
is best discussed under the headings: (1) 
measures used between attacks, and (2) 
measures used during attacks. 

Under the measures used between at- 
tacks, prominence must be given to the im- 
portance of correcting refractive errors. 
There are grounds for supposing that slight 
errors, which are sometimes regarded by 
oculists as negligible, may be more potent 
as migraine producers than are the obvious 
ones, in which owing to their magnitude the 
ocular mechanism appears to give up the 
unequal contest of correction. 

Under this heading, too, must be consid- 
ered methods for desensitizing the nervous 
system so that it can no longer respond to 
anaphylactic toxins after its migrainous 
habit. A full account of such measures has 
been given by Pagniez. Good results are de- 
scr'bed from repeated small doses of horse 
serum and from taking peptone on an empty 
stomach. He has had no experience with 
these remedies, but judging by the poor 
results of this line of treatment in epilepsy 
he is not encouraged to pursue them. 

The treatment during attacks is more 
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comprehensive. A strenuous brain worker 
cannot go to bed in a darkened room with 
cold towels round the head and all the 
other paraphernalia of the luxurious sick- 
room. If modern medicine can offer noth- 
ing better than this to a man whose living 
depends upon working many hours every 
day at high pressure, then the subject of 
migraine might well be excluded from prac- 
tical text-books. Fortunately the picture is 
not so gloomy as this, for one of the follow- 
ing two lines of treatment offers a reason- 
able hope of success: The first is the use 
of sedative drugs, and of these two are 
particularly helpful. Phenacetine in the 
hands of Byrom Bramwell has proved a 
potent weapon. He writes: “I order the 
patient to take a 20-grain powder of phe- 
nacetine as soon as the attack occurs. I 
tell him, if the first powder does not relieve 
the headache, to take a second at the end 
of an hour; and if the second does not cut 
short the attack to take a third at the end of 
another hour. I attribute the success which 
I have had from phenacetine, in a very 
large number of cases, in which the remedy 
had been previously given by other practi- 
tioners or taken by the patient on his own 
initiative, to the large doses which I give.” 

Luminal, as advocated by Wilfred Har- 
ris, is also worthy of trial. Not more than 
3%4 grain three times a day should be taken, 
and even this dosage may be reduced con- 
siderably. Apparently drowsiness is the 
great objection to the use of this drug. 

The second means of attack is the one 
upon which Bigland lays particular empha- 
sis. For some time he has been using cal- 
cium lactate in migraine with success. The 
only reference to this drug as a cure for 
headache that he has been able to find in 
the literature is in a paper by Ross. Here 
is reported the cure by calcium lactate of 
cases in which headache is associated with 
edema, anemia, and lowered coagulability 
of the blood. Among these cases are two 
of migraine, and these also were relieved by 
this remedy. Calcium lactate is also popu- 
larly supposed to cure the morning headache 
following an evening’s gaiety. 

The method of administration in migraine 
is as follows: At the first sign of the ap- 














proach of an attack, as evidenced by the 
ocular aura, 30 grains of calcium lactate 
must be taken immediately; as there must 
be no delay, the drug must be constantly 
carried by sufferers, and for this purpose 
the tablet form is essential. The tablets 
must be made by a reliable firm and they 
must be fresh. He has seen instances in 
which tablets carried in the pocket for some 
time gave no effect, while the use of a fresh 
solution, procured from a chemist near-by, 
gave speedy relief. It must be clearly un- 
derstood that no claim is made that calcium 
lactate as given above cures migraine, 
merely that it aborts the attack and in many 
cases prevents the appearance of the head- 
ache and vomiting and enables the sufferer 
to ccntinue at work. 





The Vaccine Therapy of Chronic 
Bronchitis. 


SyM_Es, in the British Medical Journal of 
December 15, 1923, states that in cases in 
which sputum cannot be obtained satisfac- 
torily—that is to say, in which the mouth 
is septic or in which for a time the bron- 
chial symptoms are in abeyance—a nasal 
swabbing may be taken, as suggested by 
Mackey. He has shown that in cases of 
chronic bronchitis the exciting organisms 
are constantly present in the nasal passages, 
and there is less chance there of contam- 
ination with extraneous organisms. 

‘In making a nasal culture it is well to 
introduce the swab through a glass tube 
which is inserted into the nostril and so 
protects it from contact with the skin, hair, 
and dried crusts, which are found at the 
meatus and which would otherwise be a 
source of contamination. .West’s swab, as 
generally used for the nasopharynx, is 
excellent for this purpose. If the vaccine 
be prepared from the sputa, then the 
patient should be directed first to wash out 
the mouth and to gargle with sterile water, 
and then to cough up and expectorate into 
a sterile vessel. It is better that these pro- 
cedures should be carried out at the 


laboratory, so that the plates may be 
inoculated immediately while the. material is 





PROGRESS IN THERAPEUTICS 





43 


fresh and warm. If, however, this is not 
possible the tube or swab should be 
promptly sealed, placed in the waistcoat 
pocket, and at once conveyed to the labora- 
tory. Any delay in the inoculation of 
plates—such, for instance, as is entailed 
by transmission by post—very much dimin- 
ishes the probability of securing an efficient 
vaccine, for it may suffice to allow of the 
death of delicate organisms, and the multi- 
plication of saprophytic varieties. The 
whole success of a vaccine may depend on 
this speedy transference of the material to 
the nutrient medium. 

It is not his province to trespass on the 
technique of the bacteriologist, but he 
cannot leave this subject without saying 
that the preparation of the vaccine calls for 
much fine discernment and careful consid- 
eration. A film of the material should be 
stained and those organisms selected which 
are evident in the film and which show the 
freest growth on the various culture media. 
The vaccine should not be prepared from 
subcultures, as this procedure much attenu- 
ates the strength of the organisms. If 
possible the bacteriologist should have the 
opportunity of seeing the sputum in bulk 
and should be given a history of the case. 
The manufacture of a vaccine for chronic 
bronchitis is an art—there are no set 
scientific principles—and some bacteriolo- 
gists are more successful than others. From 
the foregoing it is evident that stock 
vaccines are not likely to meet with more 
than a modicum of success, and when it is 
remembered how many different strains 
there are of pneumococci and streptococci 
and how widely they differ one from the 
other, there can be no doubt that for suc- 
cessful treatment one must rely on the 
autogenous vaccine. 

In the matter of dosage there is great 
variety of opinion, but one thing is essen- 
tial, namely, that the dose be sufficient to 
excite reaction—a local reaction at the site 
of inoculation, and a mild general reaction: 
for example, malaise, slight rise of temper- 
ature, and a temporary increase of cough 
and expectoration. An overdose may 
result in a temporary setback, and shake 
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the confidence of the patient. It is well, 
therefore, to begin with small doses—say, 
5 million of each organism—and gradually 
and at short intervals to raise the dose 
until a reaction is obtained. 

The interval between the early tentative 
doses should be five days, and when once 
reaction is established this may be length- 
ened to seven days. If reaction is 
excessive, causing distress to the patient or 
a rise of temperature of more than 1°, the 
size of the next dose should not be 
increased, or the interval should be pro- 
longed to ten days. 

The essential point to remember is that 
the administration of the vaccine is not a 
mechanical’ process but a scientific pro- 
cedure, requiring the same watchfulness 
and careful adjustment as the administra- 
tion of digitalis in a case of failing 
compensation. 

Vaccine treatment of bronchitis must be 
prolonged over a period of at least three 
months, although the immediate symptoms 
may have disappeared, the object being not 
merely the amelioration of the present 
condition but also the establishment of a 
high degree of resistance. Preferably a 
new vaccine should be prepared at least 
once during such three months’ course, as 
certain of the organisms which were 
originally present may have died out or 
fresh varieties may have supplanted them. 
In the same patient the bacteriology of 
successive attacks of bronchitis (winter 
recurrences) is seldom identical, so that it 
is no use relying for treatment on a vaccine 
founded on past experiences. One patient 
of his, a woman whose chronic bronchitis 
was complicated by dilatation of the 
bronchi, had vaccines prepared from her 
sputum or nasal passages on six occasions 
between 1910 and 1923. On each occasion 
the flora has been different—(1) Micro- 
coccus tetragenus and streptococci; (2) 
streptococci and M. catarrhalis; (3) pneu- 
mococcus; (4) pneumococcus and M. 
catarrhalis; (5) streptococcus and M. 
catarrhalis ; (6) streptococcus and pneumo- 
coccus. 

If the bacteriology of successive attacks 
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were always the same it would be possible 
to raise the resistance of the patient and 
ward off future attacks by administering 
every few weeks prophylactic doses of the 
particular organism. Although this is not 
practicable, he thinks a useful purpose is 
served by administering during quiescent 
periods prophylactic doses of one of the 
various stock vaccines which are sold for 
the prevention of catarrhal conditions. 
Such generally contain streptococci and 
pneumococci, M. catarrhalis and B. influ- 
enze. 

The first effects of the vaccine are seen 
to be, almost in all cases, alleviation of the 
cough and diminution in the quantity of 
sputum. Together with this there is 
nearly always an improvement in the 
patient’s general health. Gradually cough 
and expectoration should entirely disappear. 
The type of case, in his experience, which 
benefits most is that in which there is 
bronchiectasis, either a single bronchiectatic 
cavity or dilatation of many of the tubes. 
For instance, a middle-aged man with 
chronic bronchitis and a large right-sided 
bronchiectasis was found during March, 
1922, to have an infection by pneumococci 
and streptococci. A vaccine was adminis- 
tered in doses rising from 24 to 3000 
million in eight injections, lasting over six 
weeks. All his symptoms were cured by 
that time and he left the hospital. Similarly 
a child of eleven years of age, in whom 
there were signs of multiple dilated tubes 
and in whom the sputum was abundant and 
fetid, was admitted in May, 1923. The 
infection was a mixed one, M. catarrhalis 
and pneumococci. A vaccine was given in 
doses of 10 to 200 million, with intervals 
of three days. The cough and expectora- 
tion rapidly diminished. A second culture 
was made from the sputum at the end of 
three weeks and the same organisms were 
found. Further doses varying from 250 to 
1500 million were administered, and all 
symptoms had disappeared in six weeks. In 
this case the cough, expectoration, and 
vomiting had persisted for four years and 
the fingers were beginning to show signs 
of clubbing. 














It is stated that cases of chronic bron- 
chitis which are due to a single type of 
organism are those which are most certainly 
benefited by vaccine therapy, and that the 
pneumococcus and M. catarrhalis cases are 
peculiarly susceptible of relief. Such cases 
of a single infection are, however, very 
rare, and none have come under his notice. 


One would naturally regard them as being ° 


most favorable for an autogenous vaccine. 
Very striking results are sometimes 
obtained in cases of chronic bronchitis com- 
plicated with asthma such as one fre- 
quently sees in middle-aged persons. Here 
the use of an autogenous vaccine results in 
the relief not only of the bronchitis but 
almost invariably of the asthma also, and 
by persistent inoculations one is able to 
ward off attacks for many months, and to 
mitigate the severity of attacks when they 
return. He emphasizes the fact that care 
must be taken in treating asthma with a 
vaccine, as it is a foreign protein. It often 
happens that a dose of vaccine will precipi- 
tate an attack by introducing the protein 
to which the patient is hypersensitive. In 
these cases much patience and care are 
required in cutting down the dose so that 
gradual immunity can be established; they 
may certainly be made worse by indis- 
criminate dosing with large quantities. 

It can certainly be claimed for vaccine 
therapy that it establishes a fairly long 
immunity—the intervals between the ex- 
acerbations of chronic bronchitis become 
longer and the severity of the attacks 
diminishes. Absolute immunity is seldom 
or never secured. Of course one meets 
with cases of chronic bronchitis in which 
vaccine therapy fails. Such failures are 
probably due to some error in the prepara- 
tion, dosage, or administration of the 
vaccine, and can only be eliminated by 
repeated bacteriological examination of the 
sputum and by the preparation of new 
vaccines of varied combinations and 
strengths. Failure may also be due to 


some constitutional disorder in the patient 
which has been overlooked, such as gout, 
emphysema, arteriosclerosis, or cardiac in- 
sufficiency. 
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Treatment by Splenectomy of Essential 
Thrombocytopenia (Purpura 
Hemorrhagica). 


Britt and RosENTHAL in the Archives of 
Internal Medicine for December, 1923, 
state that splenectomy has a definite cura- 
tive influence on the hemorrhagic factor of 
chronic thrombocytopenia. 

It does not seem to be a determining 
factor in restoring the normal number of 
blood platelets to the circulating blood. 

The disease seems to be associated with 
a disturbed function of the capillary wall 
in addition to a disordered state of the 
blood platelets, or it is a result of the 
diminution of the latter. This is evidenced 
by the occurrence of purpuric hemorrhages 
in the skin of the legs on prolonged stand- 
ing and by the presence of a positive 
capillary resistance test. With the removal 
of the spleen the capillary resistance test 
disappears, as does the static purpura. 

After splenectomy the quality of the 
blood platelets is restored, as is demon- 
strated by the reappearance of clot retrac- 
tion and diminution of the bleeding time to 
normal. 





The Rectal Administration of Neosal- 
varsan in Children. 


ForTunaATO in the Archives of Pediatrics 
for December, 1923, reminds us that in- 
travenous therapy in infants always re- 
quires great skill in the physician, so that 
the use of this energetic therapeutic means 
is limited to a very few. The majority of 
general practitioners must either renounce 
the benefits of this treatment, or assign their 
patients to a more skilled person—with- 
out mentioning the serious inconveniences 
which are often experienced in the use of 
intravenous injections in infants. Nor must 
we fail to notice the reluctance with which 
many mothers submit their children to a 
treatment which they consider surgical. 
These facts have induced him to experi- 
ment with this method in three cases which 
he reports. 

It is necessary to know the technique used 
by Modigliani for the successful injection 
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of salvarsan in the rectum: (1) With a 
soft catheter he washes the rectum until 
the water returns clean. (2) Ten minutes 
before the injection of neosalvarsan he in- 
troduces into the rectum 10 cc of water 
with 30 drops of cocaine (1 per cent) and 
two drops of tincture of opium, to anes- 
thetize the rectal tract which must retain 
the solution of neosalvarsan. After the in- 
jection of cocaine the catheter remains in 
place and the outer end is closed with for- 
ceps for ten minutes, after which the for- 
ceps are opened, and the excess cocaine is 
let out. (3) Through the same catheter 
10 cc of double distilled water and 0.15 gm. 
neosalvarsan with 2 drops of tincture of 
opium are injected into the rectum very 
slowly during the child’s nursing. The 
nursing is to prevent the infant from crying. 

Fortunato found the use of cocaine un- 
satisfactory in these cases, for if the child 
is nursed two or three hours before the 
injection the cocaine will not prevent the 
movement of the bowels, so he concluded it 
was better to stop all nursing for eight or 
ten hours previous to the injection, giving 
the child, however, small quantities of light 
cereal-water every two hours. 

The number of cases in which he has 
tried this method of applying salvarsan is so 
limited that he cannot give a conclusive 
judgment of its value in general practice. 
But because it does not provoke any local or 
general reaction, and the method of appli- 
cation is so simple that any practitioner can 
use it with ease, he has been induced to 
make this brief statement in order that it 
may be experimented with on a larger scale. 
It may be well, however, to call the at- 
tention of physicians to the following con- 
clusions of Modigliani and Castana: “The 
treatment with arsenobenzol is very effica- 
cious in hereditary or acquired syphilis in 
children. Compared with the mercurial 
treatment it hastens the disappearance of 
the syphilitic manifestations. The admin- 
istration of the arsenobenzol by rectum in 
infancy has the advantage over the intra- 
venous treatment in that it is readily ap- 
plicable and more practical. In order to be 
effective, it is necessary to administer a 
cycle of rectal injections, varying from five 
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to seven days. The medicine should be in- 
jected in increasing doses as follows: 
minimum 10-15 c.gm. per dose—maximum 
60 c.gm.—in children under one year. It 
is necessary to proportion the dose to the 
weight of the body. The average dose in- 
jected per kilo varies from a minimum 
0.021-0.04 gm. to a maximum of 0.147 gm. 
The neosalvarsan by rectum in the said 
doses sometimes produces symptoms of in- 
tolerance, due not to the method of the ap- 
plication, but to the general action of the 
medicine.” 





The Treatment of Epistaxis. 


In the Lancet of December 22, 1923, in 
its columns on “Modern Technique in 
Treatment,” FRENCH stated that in order to 
understand the rational treatment of epi- 
staxis certain premises have to be borne in 
mind: such are the age incidence, the posi- 
tion of the hemorrhage, and the eti- 
ology of the condition. Rare in young chil- 
dren, its frequency increases from the age 
of five up to adolescence, when it is at its 
maximum; then gradually diminishes, to 
increase again with advancing years, when 
it is seen in its gravest form. It is found 
more commonly in males than in females. 
The bleeding occurs from one of four posi- 
tions, the commonest being in what is 
known as Little’s or Kieszelbach’s area; 
this is situated on the septum half an inch 
behind its anterior edge and a quarter of an 
inch above the floor. Quite 90 per cent of 
all cases occur from this area, where there 
is a close anastomosis between the spheno- 
palatine, anterior ethmodial, and a septal 
branch of the coronary arteries and their 
accompanying venules. The other three 
sites are: a spot on the septum opposite the 
anterior end of the middle turbinal; the 
anterior end of the inferior turbinal; and, 
as pointed out by Kelly, a profuse venous 
hemorrhage may occur high up from the 
anterior ethmoidal veins, these veins anas- 
tomosing with the veins of the dura mater 
and with the superior longitudinal sinus. 
The etiological factors are numerous and 
are best classified into local and constitu- 


tional. 




















The chief local causes are: traumatisms, 
accidental or surgical; ulcerations of va- 
rious types; new growths—especially sar- 
coma and septal angioma or “bleeding poly- 
pus” ; certain nasal diseases, especially atro- 
phic rhinitis and rhinitis sicca, in which 
crust formation occurs, the separation of 
these crusts, either automatically or inten- 
tionally, leading to excoriation and hemor- 
rhage. ‘This crust formation, with its ac- 
companiment of nose-picking, is one of the 
common causes of nose-bleeding in children, 
in whom epistaxis is also a symptom of the 
presence of adenoids; when unilateral and 
accompanied by a mucopurulent discharge 
it is usually the result of a foreign body. 

Under constitutional factors we have to 
consider, first, pathological states of the 
blood, the more important being hemophilia, 
various anemias—especially pernicious an- 
emia, leukemia, lymphadenoma, _ splenic 
anemia, infantile and adult; malaria, pur- 
pura, scurvy, and toxic jaundice. Another 
constitutional factor is associated with in- 
creased blood-pressure or vascular conges- 
tion, either organic or temporary. Of the 
organic type we get cardiac affections, par- 
ticularly those causing engorgement of the 
right side of the heart with back pressure, 
cirrhosis of the liver, chronic renal disease, 
bronchitis, emphysema, 
cough. 


and whooping- 
Of the temporary causes the chief 
are: violent physical exercise, the epistaxis 
of puberty, and of the menopause. Epi- 
staxis also occurs as a symptom in the early 
stages of certain acute infective diseases, 
such as typhoid, scarlet fever, influenza, 
acute rheumatism, diphtheria, measles, and 
German measles. It is also seen in rarefied 
air, as in mountaineering and aviation. 

The treatment must be considered with 
regard to the cause. Where this is a consti- 
tutional one dependent on an increased 
blood-pressure, it should be recognized that 
such bleeding is at first distinctly beneficial 
and may avert a cerebral hemorrhage. 
Where, however, the bleeding becomes ex- 
cessive or where there is no constitutional 
cause, in the first instance certain house- 
hold remedies may be applied—such as 
pinching the nostrils so as to press the ale 
tight against the septum; this will stop the 
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bleeding in a large percentage of such cases. 
Cold ice-swabs can be applied to the nose 
and the nape of the neck, and the feet placed 
in hot water, the patient being in a sitting 
position. These failing, the nose must be 
cleared of all blood-clot in order to ascer- 
tain the exact bleeding-point. A good light 
is necessary, either a frontal mirror to re- 
flect the rays of an electric bulb or lamp, 
or, better still, a good photophore run from 
an accumulator. The nose should be 
sprayed with a solution of cocaine combined 
with 1-in-1000 adrenalin, not only for al- 
laying the pain and discomfort of the ex- 
amination, but also for its vasoconstriction 
properties. Hydrogen peroxide, 10-volume 
strength and used cold in a spray, is useful 
for cleansing out the clot, and is also a 
hemostatic. Usually the bleeding spot can be 
seen in the “hemorrhage area” indicated and 
can be stopped after cocainization by ap- 
plying a flat cautery point at a dull-red 
heat, thus sealing off the mouth of the ves- 
sel; or, failing a cautery, the application of 
a 50-per-cent solution of nitrate of silver, 
or of pure carbolic acid, on a probe with a 
small mop of wool, is usually effective. 
Care should be taken that only a very little 
of the solution should be used on the mop— 
just enough to touch the bleeding-point. 
The older methods of inserting into the 
nares a plug of wool soaked in perchloride 
of iron, tannic acid, etc., are to be depre- 
cated, owing to the spreading of the solu- 
tion with conseqeuent damage to the deli- 
cate ciliated epithelium of the mucous mem- 
brane. 

Should these methods fail, or not be ap- 
plicable, two chief alternatives remain: 
either to pack the nose with a half-inch 
gauze plugging soaked in 1-in-1000 adrena- 
lin solution, or the insertion and inflation 
of a distensible bag such as Cooper Rose’s 
or Howard’s—of these bags the latter has 
the advantage of not perishing easily and 
so can be always kept handy for use. 
Howard’s bag has an introducer, and with 
this it is passed into the nasal cavity, keep- 
ing well along the floor until practically the 
whole length of the bag has been intro- 
duced; it is then distended with a small 
bellows, and a tap on the tubing of the bag 
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is turned to prevent the air from coming 
out. The bag fills the whole nasal cavity 
and so by pressure prevents the bleeding. 
In twenty-four hours this bag is removed 
by opening the tap and allowing it to col- 
lapse, when it can be easily withdrawn 
without any danger of restarting the bleed- 
ing. Plugging with gauze has the great 
disadvantage that its removal after twenty- 
four hours is apt to restart the bleeding. 
This can be partially obviated by using 
gauze impregnated with adrenalin and soak- 
ing just before insertion in liquid paraffin; 
it is then not so apt to stick on removal. 

A hypodermic of morphine gr. 1/6 to 
1/4 has a marked beneficial effect, both as 
a hemostatic and in quieting an excited 
and alarmed patient. Various hemostatic 
sera for injection have been put on the mar- 
ket, but his experience has not been en- 
couraging, and in a few cases disagreeable 
subsequent symptoms followed their use. 
The internal administration of calcium lac- 
tate has been advocated; all that can be 
said is that it does no harm and can be 
tried for the repeated hemorrhages in the 
various blood conditions. Where patho- 
logical conditions exist on which the hemor- 
rhage is dependent, these naturally have to 
be dealt with in order to avoid recurring 
attacks. 





Chronic Abdominal Pain in Rievwons 
Women. 


In a discussion of this subject before a 
recent meeting of the Royal Society of 
Medicine (Lancet, Dec. 22, 1923) Hutcu- 
ISON said he thought there would be agree- 
ment as to the general medical lines to be 
pursued, especially as to the importance of 
recognizing these cases in their initial stage, 
of subjecting them to a suitable fattening 
cure, with the provision afterwards of an 
efficient abdominal support, of avoiding 
drastic aperients, and so on. As regards 
drug treatment, every one would admit the 
utility of the bromides, but he would like to 
raise the question whether anything could 
be done for these patients by the use of 
endocrine preparations. Here he confessed 
himself highly skeptical. As to surgical 
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treatment, what needed discussion was the 
degree of permanent benefit to be obtained 
from the fixation of the organs and espe- 
cially from colopexy. Finally, there was 
the question of psychotherapy. He wanted 
to know to what extent psychotherapists 
found these patients benefited by psycho- 
therapeutic treatment, and what form of it 
was best suited to their needs. 

FAIRBAIRN said that his experience of 
abdominal women did not differ from 
Hutchison’s, except in a few minor points. 
Besides spinsters or childless married wo- 
men, he saw many with small or large 
families, and some who could not be said 
to be comfortably off, with symptoms like 
those described. In addition to a general 
abdominal enteroptosis, there was, in 
women who had borne children, also some 
degree of pelvic floor weakness, but with 
subjective sensations of prolapse out of all 
proportion to the degree of prolapse actual- 
ly present. Laxity of the abdominal and 
pelvic floor muscles, though common, was 
not invariably present. Constipation and 
mucous colitis were also frequent. These 
patients suffered also from overdoctoring 
and especially from having had fancy op- 
erations and fancy treatment practiced on 
them. It was difficult to form a just per- 
spective of the physical and psychical ele- 
ments in these cases. They were regarded 
from almost as many aspects as there were 
healers of the body. The mechanical school 
would find an explanation in some usual or 
unusual position of the uterus or other or- 
gan ; the chemical school would look for and 
find an autointoxication or some disturb- 
ance of metabolism; the Freudian psy- 
chologist would discover some repression 
or conflict. 

As to the mechanical school, their vision 
was confined to the anatomical position of 
organs and was blind to physiology. That 
school was the curse of gynecology and was 
represented by those who did constant fixa- 
tion operations and hysteropexies; nowa- 
days, however, most gynecologists admitted 
the large part played by the mental factor 
in making women oversensitive to bodily 
sensations of a disagreeable kind. Spin- 
sters and childless married women had, ow- 














PROGRESS IN THERAPEUTICS 


ing to their social system, been denied the 
exercise of the sexual and reproductive 
function and that in itself must have far- 
reaching effects, especially if there was no 
adequate complemental interest to take its 
place. But there was also another class, 
the women with children but with little help 
in caring for them. Long-continued im- 
pressions of the same kind without sufficient 
relief or distraction by.other impressions of 
a totally different type were especially pro- 
ductive of fatigue. For example, the tired 
mother of four or five young children with 
little or no help in the house had few holi- 
days, and they were but a change from her 
own house to rooms at the seaside, where 
escape from the children was even more 
difficult than at home. If in addition she 
had anxiety and sleepless nights, nursing 
sick children or a sick husband, all the fac- 
tors, mental and physical, were present for 
the production of chronic fatigue of the 
higher centers. 

Another type is that of the woman who 
after bearing her first child was described 
by her distracted husband as “never the 
same woman since her baby was born.” 
She was of the disgruntled order, had 
abdomino-pelvic pains of varied kinds, and 
was incapable of exertion and particularly 
of doing anything she did not want to do, 
because it always aggravated her troubles. 
Such patients seemed to divide their anxie- 
ties between themselves and their one child, 
and though Fairbairn often advised another 
child, the advice was usually badly re- 
ceived. His experience led him to think 
that incapacitating abdomino-pelvic sensa- 
tions of the sanie type might result in spin- 
sters or childless married women from lack 
of complemental interests to make up for 
the absence of sexual and reproductive 
function, and in married women with chil- 
dren from mental fatigue, and further, that 
though the incapacity is often determined 
by muscular weakness it might be present 
without it. 

The gynecologist had no statistical evi- 
_ dence of the proportion of women in whom 
the uterus lay backward, and hence its etio- 
logical moment could not be estimated ac- 
curately. Many women had the uterus ly- 
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ing back with no symptoms, and many 
women with what was thought by the me- 
chanistic school to be the symptom-complex 
of that position had the uterus in the normal 
anteverted position. These women for their 
restoration to efficiency required reassur- 
ance, relief from exacting duties, or fresh 
interests. The early years of the war with 
its new impressions temporarily cured 
many. Operations gave temporary benefit 
because rest and relief from every-day 
duties were then secured and an operation 
had an enormous suggestive effect. Physical 
exercises and improvement of the physique 
appeared to him all-important. There was 
no royal road or dramatic cure, but much 
might be done by those prepared to give the 
necessary time and individual attention 
required. 





The Treatment of Asthma with Com- 
bined Peptone and Vaccine. 


In the British Medical Journal of Janu- 
ary 5, 1924, VeITcH says that in regard to 
the treatment of asthma by protein shock, 
it was found that certain cases did not 
react to peptone or vaccine when given 
alone. Some cases did better with a course 
of peptone followed by vaccine treatment: 
but still there were some that did not react, 
so he devised a system of giving a course 
of injections of peptone and vaccine com- 
bined in one solution. The solution used in 
three strengths as follows: 

(A) 5 cc of 5-per-cent solution = 0.25 
gramme peptone -++ 235 million organisms 
mixed catarrhal vaccine. 

(B) 5 ce of 10-per-cent solution = 0.5 
gramme peptone -++ 940 million organisms 
mixed catarrhal vaccine. 

(C) 10 ce of 10-per-cent solution = 1 
gramme peptone + 1880 million organisms 
mixed catarrhal vaccine. 

The injections were given every seven 
days: for the first four weeks half a tube 
of A solution per week, for the second four 
weeks half a tube of B solution per week, 
and so on, increasing in strength of dosage. 
The injections were given intramuscularly 
in the so-called painless area just below the 
anterior superior spine of the ilium, by 











438 


means of an ordinary-sized serum needle, 
the needle being pushed in till the bone was 
felt, then slightly withdrawn and the con- 
tents of the syringe injected. On with- 
drawal of the needle the area was briskly 
massaged with a hard pad of cotton-wool 
to diffuse the fluid through the tissues. 

A sharp reaction usually followed in 
about six to eight hours; there was some 
local redness and tenderness, and the 
temperature rose a degree or so. Further, 
there was a tendency to perspiration, but 
no other symptoms developed. The injec- 
tions were given at night, and the patient 
was able to be up and about the next day 
without discomfort. No special diet or 
medicinal treatment was indicated. The 
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results of the treatment of twenty-four 
cases by this method gave improvement or 
cure in every instance. 

The following points were noted: Gener- 
ally the results were quite good. In 
younger patients the signs of improvement 
were to be seen early; age seemed to count 
more than the duration of the condition— 
as age increased the condition was more 
stubborn to treatment; but in some cases, 
as will be seen, prolonged exhibition of the 
combination gave satisfactory results. One 
of the cases after prolonged administration 
developed nephritis, which cleared up after 
stoppage of treatment. All the cases gained 
in weight while under treatment and their 
general health was improved. 





Surgical and Genito 


The Treatment of Hemorrhoids by 
Interstitial Injections. 


Dunsar (British Medical Journal, Nov. 
3, 1923) draws his conclusions from 150 
cases treated in the Royal and Western 
Infirmaries, Glasgow, during the past year. 

The treatment consisted in the injection 
into the pile of 10-per-cent carbolic acid in 
liquid extract of hamamelis. 

The cases were not selected; all degrees 
of piles were treated, from the simple in- 
ternal piles with no prolapse to those with 
marked prolapse. The class of patient 
treated consisted chiefly of manual work- 
ers engaged in such arduous occupations as 
mining, engineering, and laboring. The 
ages of the patients varied from twenty-one 
to seventy years. The number of the in- 
jections needed to effect a cure did not 
seem to depend on the age of the patient or 
the duration of the complaint. One patient 
who had been suffering for one year re- 
quired seven treatments, another case of 
fifteen years’ duration needed only five. 
The number of piles present varied, and the 
greater the number of piles the greater the 
number of treatments. The size of the 
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piles seemed to have some effect; the larger 
the pile the fewer the injections. Bleeding 
usually stopped after the first injection. In 
only one instance was a second injection 
required for this symptom, although “bleed- 
ing piles” comprised 40 per cent of the 
cases. Hemorrhage after injection through 
the puncture of the needle is slight. Where 
inflammation was marked no_ injections 
were given until this was subdued; if only 
slight, injections were given, and although 
the pain following was more marked than 
usual it was never severe and the piles 
quickly underwent thrombosis. 
Immediately after injection the piles 
swelled; the mucous membrane over some 
of them became blanched; and where ex- 
ternal piles were also present, the external 
pile corresponding to the internal one in- 
jected also became swollen in many in- 
stances. In only four cases did the treat- 
ment keep the patient off work, the duration 
of incapacity being two days, three days, 
two weeks, and one week. In these cases 
marked prolapse was present, and although 
the piles were reduced after injection, re- 
duction was not maintained and strangula- 
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tion occurred. Strangulation has not oc- 
curred in the last fifty cases of the series. 
The injections were given at weekly in- 
tervals, and the average length of treatment 
was five weeks. The thrombosis produced 
extends along the veins until they perforate 
the coats of the rectum. In no case has 
embolism, peritonitis or pyemia occurred, 
such as has been described by others. 
After the first visit the patients returned 
with great regularity, submitted themselves 
with every confidence that they were not 
going to suffer much pain, and all stated that 
their rectal and general condition had great- 
ly improved after the first injection, their 
usual expression being that they “never 
felt better in their lives.” Four of them had 
been operated on for piles, and stated that 
they would not now subject themselves to 
operative measures on account of the pain 
associated with them and the long time they 
were after the operation. 
Cycling after the injection is not recom- 
mended, although one man (a furnaceman) 
immediately after his injection cycled four 
miles to his work, and after work cycled 
the same distance home again. 
gress of this case was uneventful. In some 
cases, two to three months after the injec- 
tions small “tags” were noticed where the 
piles had been. If these were of any size 
or caused any discomfort they were re- 
moved. One case, although the patient 
stated that he felt much better after the 
treatment, was rather disappointing; the 
piles became thrombosed, but the sphincters 
did not regain their tone, two fingers being 
easily inserted into the rectum without 
causing any discomfort. There had been 
marked prolapse, and this was only slightly 
improved. His general condition is poor. 
Perhaps the most striking"case was one 
where the man had suffered for fifteen 
years, and it was with some difficulty that 
he was persuaded to submit to out-patient 
treatment as he was determined to have 
the operation performed.: For some years 
he had been forced to wear a support to 
prevent prolapse of the rectum whilst walk- 
ing. The mucous membrane was seen to 
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be very markedly prolapsed and several 
piles were present, the anterior pile being 
the size of a walnut and the left lateral the 
size of a very large Brazil nut. The latter 
after two injections were completely throm- 
bosed and the anterior after three injec- 
tions. Prolapse soon disappeared, the anal 
orifice became normal, the sphincters re- 
gained their tone, and no stricture of the 
canal has developed. 

Before subjecting a patient to this treat- 
ment he should be as thoroughly examined 
as if a major operation were to be per- 
formed. Too much carbolic should not be 
injected—2 to 5 minims of the mixture is 
sufficient to inject into a pile at one time— 
and not more than three piles should be 
treated on any one occasion. If large 
amounts of carbolic are injected carboluria 
may result. Bright’s disease, hemiplegia, 
and epilepsy are all contraindications. 

The advantages of the method are that 
it is almost painless—some nervous pa- 
tients (especially women) complain of pain 
for some time afterwards, but this is very 
rarely severe; no anesthetic is required; 
and the treatment can be carried through 
from beginning to end without the patient 
being incapacitated or his daily routine 
interfered with. 





Prolonged Coagulation Time of the 
Blood. 

Horstey (Virginia Medical Monthly, 
October, 1923) concludes an article on this 
subject as follows: 

The mechanism of both normal and ab- 
normal coagulation of blood is still in a 
theoretical state. 

From the few facts known already prac- 
tical points in the treatment of hemorrhagic 
diseases have been successfully derived. 
These facts may be summarized as follows: 
deficiency of fibrinogen in diseases of the 
liver ; deficiency in prothrombin and in tie 
quality of the blood platelets in hemophilia ; 
deficiency of calcium salts, as in chronic 
obstructive jaundice. 

Calcium deficiency may be treated suc- 
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cessfully by intravenous injections of cal- 
cium chloride. 

The general measures of treatment when 
the direct cause of prolonged coagulation 
is not known are: arrest of hemorrhage 
locally by surgery, cephalin, etc.; correc- 
tion of the systemic cause of hemorrhage 
by whole blood transfusion, preferably by 
the direct method. 





Treatment of Internal Derangements of 
the Knee. 

LiMsLIE (Lancet, Nov. 10, 1923) states 
that the clinical characteristic of a displace- 
ment of the internal semilunar cartilage is 
that, following a twisting strain, the knee 
becomes fixed in a condition of partial 
flexion with external rotation of the tibia 
(so-called “locking’”), and that this fixed 
position can only be overcome by a 
manipulation of the knee by the patient 
himself or by some assistant. Sometimes 
a temporary or partial locking of the knee 
occurs, easily reduced by the patient simply 
flexing and extending the knee-joint. An 
acute displacement is usually followed 
tapidly by effusion into the joint. An 
occasional incident is the occurrence of a 
chronic or recurrent enlargement of the 
bursa between the inner head of the gas- 
trocnemius and the semi-membranosus ; this 
appears to be often directly associated with 
an injury of the posterior part of the 
cartilage. j 

When the knee has become locked in a 
flexed position as the result of a charac- 
teristic twisting strain the immediate 
treatment must aim at a reduction of the 
cartilage back into its original position, or 
at least into a position in which it no longer 
interferes with the free mobility of the 
joint. In most cases this manipulation will 
be best carried out under an anesthetic. 
The object of the manipulation is to open 
up the space between the femur and tibia 
anteriorly and on the inner side, and so to 
enable the cartilage to spring back into 
position. The surgeon flexes the knee fully, 
rotating the tibia outward, gripping the 
ankle with one hand and the outer side of 
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the thigh just above the knee with the other. 
From this position the knee is extended 
suddenly, the thigh being pressed inward, 
the ankle being pulled outward and kept 
rotated out; the cartilage will then be felt 
to return into its position with a snap. 
When the manipulation has succeeded, the 
next step is to prevent the formation of 
considerable effusion or to get rid of any 
effusion already present. This is best 
carried out by wrapping the whole of the 
knee from mid-calf to mid-thigh in a thick 
layer of cotton-wool and bandaging firmly 
over this with a domette bandage; the 
elastic pressure thus kept up will often 
completely prevent an effusion or promote 
the absorption of an effusion within twenty- 
four or forty-eight hours. There is no 
need at this stage to rest the knee—in fact, 
a considerable amount of exercise is useful, 
provided that no risk is taken of twisting 
the tibia on the femur. Steps should at 
once be taken to keep the quadriceps muscle 
active and prevent it wasting. 

Daily faradic stimulation to the main 
mass of the quadriceps and also to the 
vastus internus is advisable, together with 
massage of the knee itself and active 
exercises of the quadriceps. In carrying 
out these exercises two points are essen- 
tial: (1) to restore complete flexion cf the 
knee as tested by the ability of the patient 
to kneel and sit back on his heels; and 
(2) to strengthen the vastus internus. The 
latter muscle has as its chief function to 
brace up the inner side of the knee and hold 
the patella inward when the weight is 
being taken upon the flexed knee. The 
muscle should be specially exercised by 
making the patient tiptoe and then bend 
the knees until he is in a squatting position, 
recovering again to an upright position. As 
soon as any effusion has disappeared and 
the knee flexes fully, and the quadriceps 
muscle is as strong as on the other side, all 
sorts of general exercise may be taken. It 
is very common for an injury of the semi- 
lunar cartilage to occur with complete 
displacement and locking, and for recovery 
to be complete without any subsequent 
similar accident happening. For this reason 
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it is undesirable to operate upon a knee 
for the removal of a semilunar cartilage 
which has only been displaced once. When 
the knee has apparently recovered com- 
pletely it should be used for every exercise 
that the patient desires to carry out, and 
tested in this to see whether the 
cartilage is likely to displace again. 

When displacement of the cartilage 
recurs in a knee which is apparently sound 
it is best to decide at once upon the removal 
of the cartilage. 
ments tend to 


way 


Such recurrent displace- 
recur with less and _ less 
cause; the accident may happen in the 


course of ordinary and 


walking, 
become a danger to the patient. Moreover, 
repeated attacks of displacement with 
locking undoubtedly damage the knee-joint, 
and sooner or later tend to produce 
osteoarthritic changes. The operation for 
removal of a cartilage is usually carried out 
with a tourniquet applied to the limb. The 
knee is flexed at a right angle and allowed 
to hang over the end of the.table, and a 
vertical incision is made on the inner side 
about three-quarters of an inch from the 
inner margin of the patella down to the 
head of the tibia. The capsule is divided 
vertically as far as the lowest fibers of the 
vastus internus and down to just beyond 
the margin of the tibia. When the joint is 
opened a hook should be passed under the 
cartilage, the synovial membrane retracted, 
and the anterior half of the cartilage then 
inspected. In most cases in which the 
history is clear a fracture around the 
margin of this part of the cartilage will be 
found. The anterior extremity of the 
cartilage is first detached and a heavy clamp 
with a tooth at the end affixed to it. The 
margin of the cartilage on the inner side 
of the joint is then carefully cut away from 
the synovial membrane and capsule; the 
posterior part of the cartilage, if it is not 
detached, may be left in the joint, the split 
portion being pulled forward and cut away 
from the sound cartilage posteriorly. In 
some cases no split is found in the anterior 
part of the cartilage. When the history is 
clear this portion must then be detached 
and pulled upon strongly, the knee being 


may 
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well flexed. The posterior part of the 
cartilage will then usually be found to show 
a split which enables it to be pulled for- 
ward quite easily, so that it springs into the 
center of the joint (the intercondylar 
notch) ; the split portion can then be cut 
away posteriorly in this notch. 

It occasionally happens that a cartilage 
has been in‘ .red and displaced and has not 
been imme "-ttely reduced: it r-v then be 
a matter of difficulty to reduce it. In any 
case in which manipulation under an anes- 
thetic has failed to secure full extension of 
the joint an operation should be undertaken 
forthwith, as a cartilage which remains in 
a displaced position is certain to produce 
damage to other joint structures. In old- 
standing displacements it is as well for the 
surgeon to arrange to manipulate the knee 
under an anesthetic, with permission from 
the patient to operate if the reduction is not 
felt to be satisfactory. 

Patients frequently complain of a knee 
which gives way under them constantly in 
a flexed position, often with pain and with 
occurrence of a subsequent effusion, but 
without any complete locking of the joint. 
In some of these the knee is apparently 
normal between the attacks, and it may be 
taken that there is probably a small split in 
the cartilage, the free portion of which is 
not large enough to get in the way and lock 
the joint completely. In many other cases 
an examination of the knee will show that 
flexion is not really full, and that the 
quadriceps muscle, particularly the vastus 
internus, is not as strong as it should be. 
In all these cases the best initial treatment 
is to give an anesthetic and manipulate the 
knee by flexing fully, rotating out, and then 
straightening the knee suddenly. Adhesions 
will often be heard to snap on full flexion 
of the joint. Following such a manipula- 
tion, the electrical treatment and exercises 
for strengthening the quadriceps already 
described should be given until the knee is 
fully mobile with good muscle power. 
General exercise should then be allowed, 
and the knee watched to see if any further 
accident occurs. If it does, an exploratory 
operation is indicated. In this class of case 
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an x-ray photograph to exclude the exist- 
ence of a loose body is an _ essential 
preliminary of treatment. 


Treatment of Cancer of the Lower Lip, 
with Especial Reference to Radium 
and Electrocoagulation. 


ANGLE and OweEN (Urologic and Cutane- 
ous Review, November, 1923) s_ te that the 
ultimate success in therapy of lower lip can- 
cer, and, of course, in all types of malignant 
disease, depends on whether or not metasta- 
sis takes place, and, if so, how this second- 
ary growth is treated. In that group of 
prickle-cell carcinomas of the lower lip 
wherein no metastasis to the submental or 
submaxillary lymphatics has occurred, the 
same certainty of cure by means of radium 
can be had as in the basal cell growths of 
the upper part of the face. In a second 
group, a degree of uncertainty enters into 
the prognosis, wherein metastasis to the 
adjacent glands has taken place. It must 
be remembered that it is not always possi- 
ble to determine whether or not a lymphatic 
involvement is present. A third group of 
cases in which spread to the deeper lym- 
phatics has occurred, with probable thoracic 
involvement, has an absolutely bad prog- 
nosis, and palliative results only are to be 
expected. The fact that deep cervical me- 
tastasis has taken place does not, however, 
prove the presence of intrathoracic cancer, 
and some of the severe cases will get well if 
active treatment is given the lymphatic 
chains. 

Surgery, by simple excision of the lesion, 
cannot be expected to cure 75 per cent of 
carcinomas of the lower lip; to be as thor- 
ough as possible, dissection of the submen- 
tal and submaxillary area must accompany 
the excision of the primary lesion. The 
report of Sistrunk (Ann. of Surg., May, 
1921) is fairly typical of results reported 
elsewhere. Of 93 cases treated surgically, 
90 per cent were well after five years, and 
of these 13 per cent had developed local 
recurrences of cancer, making later opera- 
tion necessary. The percentage of five-year 
cures as given does not include inoperable 
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cases not treated surgically; while the radi- 
ologist must include practically every case 
seen in his grand total of cures or failures. 
Local recurrences following electrocoagu- 
lation or radiotherapy destruction of the 
lesion are rare, and there is no primary 
mortality. Radiation deep therapy, used 
as a prophylactic measure following radical 
operation, has not decreased the percentage 
of metastases as expected and is not to be 
recommended. 

When a neck dissection is done there is 
unavoidably a wide-spread opening of-lym- 
phatic channels, which in the presence of 
malignancy may increase the metastasis. In 
a case in which metastatic nodules are pal- 
pably present external radiation alone 
should not be relied upon, but a block dis- 
section is not the only procedure that prom- 
ises relief, nor is it even combined with 
radium, necessarily the safest where the 
nodules are still small. Implantation of 
radium needles without dissection, giving 
dose enough to produce an intense reaction 
and so distributed that the erythema is uni- 
form, will bring about a physiologic dissec- 
tion of the glandular tissue and sterilization 
of the region as to malignancy. If the me- 
tastatic masses are large, several centimeters 
in diameter, then dissection with radium 
implantation is preferable. Fortunately, as 
patients are seeking help earlier these se- 
vere cases are becoming more rare. 

In an article on the use of diathermy in 
the urinary tract, Corbus, who has had 
considerable success in treatment of cancer 
of the bladder (Journal of Urology, vol. ix, 
No. 3), points out many of the advantages 
and possibilities in the use of electrocoag- 
ulation in malignancy. Where deep pene- 
tration is wanted, sparking should be pre- 
vented, as this produces superficial eschar 
which offers too much resistance to the 
current. Temperatures that will destroy 
malignant cells but not surrounding normal 
tissue can be obtained and maintained for 
necessary periods within the tissues, making 
it possible to so attack metastatic growth in 
lymphatics. His conclusions are that dia- 
thermy can be used to destroy cancer in 
areas not accessible by any other means; 
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and we must use a current low in voltage 
and high in amperes, only enough voltage 
being employed to drive the current 
through the tissues. 

The divided dose in radiotherapy has 
been condemned as dangerous or positively 
harmful. If by divided dose it is meant 
that a patient is to receive a submaximal 
dose, and be sent home, to return in four 
or six weeks for another treatment, then it 
is to be condemned. A safe method of di- 
vided dosage is the application of a submax- 
imal treatment, with return of the patient 
at intervals of from five to eight days for 
the repeated treatment. This permits main- 
taining the desired erythema over a longer 
period of time than occurs in single dosage 
technique, and greater total dosage can be 
given with less intensive and painful reac- 
tion. A cell is less resistant during mitosis, 
and repeated attacks strike at a greater 
number of cells in this less resistant state, 
without giving the tumor time for growth, 
incident to what would be a stimulative ex- 
posure if long periods elapsed between 
treatments. It is analogous, it seems, to the 
sterilization of culture media by repeated 
heating to comparatively low temperatures, 
and thus striking the spore-forming organ- 
isms in a non-resistant condition, instead 
of sterilization by one application of a high 
temperature that would damage the media 
as well as destroy the spores, as such. In 
selected cases, and wherein the patient can 
be kept under control, the above technique 
will permit of more accurately graded dos- 
age, and perfect results are obtained with 
the minimum of destruction of tissue and 
pain to the patient. Obviously there are 
many cases in which the dosage must be an 
attempt at a full carcinoma dose. 

Failure of cure in cancer of the lip 
through surgery is due to both local recur- 
rence and glandular metastases. Local re- 
currence is almost mil under combined 
electrocoagulation and radium therapy, with 
cosmetic results superior to those of sur- 
gery. 

While we are still improving technique 
of application, radium treatment of meta- 

static carcinoma has advanced well beyond 
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the experimental stage and certain definite 
results may be expected, especially in the 
use of radium implantation. There are 
cases in which surgical intervention is in- 
dicated, but it should be used in conjunc- 
tion with immediate radiation. Postopera- 
tive deep raying following healing of the 
wound has not proven of expected value. 
Preoperative raying should be done where 
surgery is indicated. 





The Relation of Syphilis to Obstetrics. 


Roperts (British Medical Journal, Nov. 
24, 1923) gives, by way of introduction, a 
series of the generally accepted figures of 
the relation of syphilis to marriage. 

Twenty-seven thousand deaths occur 
annually in England and Wales ante- 
natally and in the first week after birth 
(Amand Routh). 

Ten per cent of all marriages involve a 
syphilitic individual. 

Seventy-five per cent of all offspring in 
a syphilitic family are infected (Jeans), 
and 30 per cent of pregnancies in such 
families end in death of the fetus at or 
before term. 

Forty per cent of dead-born premature 
infants are killed by syphilis. 

Twenty-five per cent of all fetal deaths 
are caused by syphilis. 

Sixteen per cent of stillbirths are directly 
due to syphilis (Eardley Holland). 

Of syphilitic infants born alive 78 per 
cent die in the first year, and of the remain- 
ing 22 per cent many die in early childhood. 

In connection with latent syphilis it 
should be remembered that a history of 
primary or secondary disease is difficult 
and rarely possible; its absence is of no 
value. The obstetrical history is not 
reliable in any case, but all histories of 
abortion, stillbirth, neo-natal death, and 
later death should be gone into carefully to 
eliminate other causes. In the Wasser- 
mann reaction a positive one in any degree 
—that is, a 2-, 3-, or 4-plus reaction with 
an alcoholic antigen—demands antisyph- 
ilitic treatment, remembering that probably 
1 in 100 normal people give a plus result, 
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so that in unsuspicious cases a positive 
Wassermann reaction should be verified by 
a Sigma or a luetin test ; in suspicious cases 
the Wassermann reaction of the father or 
of previous children should be taken, if 
reasonable evidence cannot be found to 
account for abortion, stillbirth, neo-natal, 
or later death, even if the blood test is 
negative, when a provocative Wassermann 
test and treatment should be instituted. 

The examination of abortions is most 
disappointing, the spirochete being rarely 
found even if the woman has had stillbirths 
crowded with them before. 

McDonagh thinks that if the disease is 
contracted before the end of the fifth 
month the child is bound to be infected; if 
at the fifth and sixth, half die, half do not; 
if at the seventh the child escapes, from 
which he makes the important conclusion 
that if the mother gets infected after the 
seventh month the baby must not be breast- 
fed to avoid acquiring the disease. It is 
generally agreed that the earlier in preg- 
nancy the mother is infected the 
likely is the pregnancy to come to an abrupt 


more 


end. 

The Age of the Disease in the Trans- 
mitter.—During the first year the prognosis 
is worse; thereafter during the next three 
years. Of a series of 90 women pregnant 
during the first year of the disease only 
two gave birth to living children. 

Multipare show signs of greater resis- 
tance, and of attenuation of the virus, 
which may be due to their containing more 
natural protective substances with each 
succeeding pregnancy. 

Findlay in 15 pregnant syphilitics, with 
treatment established early, obtained 14 
living children; the fifteenth child died dur- 
ing a difficult labor; further, no signs of 
disease were found in the children up to 
seven years of age, and the Wassermann 
reaction was negative in all but one, which 
became weakly positive at seven years. 
Galliot, in 144 cases treated with salvarsan 
during pregnancy, obtained only 11 non- 
living children, or 8 per cent. Adams 
since 1917 had 136 cases with 4 deaths of 
children (at 3, 14, 36, 60 days) and 8 still- 
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births, the last 108 cases with one death at 
the sixtieth day and 3 stillbirths, of these 2 
occurring in cases that had had no treat- 
ment, and only came in just before labor. 
In a large series of 5400 syphilitics (54 
per cent men and 46 per cent women) 
latent disease was found to be twice as 
frequent in the latter, and 42 per cent of 
these were pregnant. Junius considers 50 
per cent of paretic women to be sterile. 
Contrary to that which happens in men, a 
mild early syphilis does not lead to a 
neurosyphilis in women. Half the women 
showing clinical neurosyphilis have not 


been pregnant since infection. Multipare 
are less liable to asymptomatic neuro- 
syphilis than primigravide. Pregnancy 


probably accounts for the freedom of 
women from neurosyphilis. The cerebro- 
spinal fluid is abnormal twice as often in 
the sterile as in those with one or more 
pregnancies, in cases of late disease—that 
is, longer than one year. 

As to the effect of syphilis on pregnancy, 
the patient herself often suffers more, the 
ordinary subjective discomforts of preg- 
nancy being aggravated—as headaches, 
neuralgias, insomnia, all of which are im- 
proved by antisyphilitic treatment. If a 
woman who has syphilis becomes pregnant 
the following events may happen: 

The fetus may die, giving an early abor- 
tion. Ruge considers that of repeated 
abortions 83 per cent are due to syphilis. 

More often a late abortion, at the fifth 
to the seventh month, or an early premature 
labor, at the seventh to eighth month. 

The fetus may die, and be expelled 
prematurely, with either positive or nega- 
tive signs of syphilis in the fetus and 
placenta. 

The child may be born at term healthy 
and may continue free from disease. 

The child, born at term apparently 
healthy, may develop signs of disease six 
to eight weeks later. 

The child at birth may show neo-natal 
syphilis—for example, pemphigus, mucous 
tubercles round the anus, etc. 

The child born at term may show no 
distinctive symptoms, but soon appear 


























hemorrhages, jaundice, extreme debility, 
changes in skin, intestines, and viscera. 

The child may exhibit congenital mani- 
festations, microcephaly and hydrocephaly, 
delayed development of teeth, spina bifida. 

There is also syphilis hereditaria tarda, 
evidenced by interstitial keratitis, deafness, 
bone, skin, and visceral lesions; or the 
children are stunted, with Hutchinsonian 
teeth, saddle-shaped noses, and linear scar- 
ring round the mouth; or infantilism; or 
subsequently developing general paralysis, 
tabo-paralysis, primary optic atrophy, and 
epilepsy. 

Many methods of treatment have been 
outlined, but that practiced at the Thavies 
Inn Clinic has been attended by conspicu- 
ous success. 

(a) Blood is taken for the Wassermann 
test at birth, and on the 40th, 80th, 176th 
days; then every two months up to two 
years; then less frequently up to seven 
years, according to the progress of the case. 

(b) Intramuscular galyl in glucose is 
given in doses of 1.25 cg. to 3.5 cg., on the 
8th, 22d, 36th, 50th, 64th, 78th, 120th, and 
134th days; at the 9th and 12th months 
courses of three injections of 4 to 5 cg. 
galyl and % grain mercury should be given, 
and hydrarg. cum creta, grain 1, daily for a 
month. 

(c) Intramuscular mercury is given on 
the 8th, 22d, 36th, 50th, 64th, 78th, 120th 
and 134th days; from 1/6 grain'to 1/3 or 
% grain of hydrarg. cum creta is crushed 
up in the feed, at first daily, then twice 
daily. 

(d) Further treatment is governed by 
the progress of the case; should the Was- 
sermann test become positive at any later 
date intensive treatment should be begun 
immediately. 

(e) Breast-feeding should be the rule, 
remembering that the milk of a syphilitic 
mother is often deficient in quality and 
quantity, so that it may be necessary to 
supplement it; also that infection of the 
mother after the seventh month is a con- 
traindication to breast-feeding, for then it 
is agreed the baby will be born healthy, and 
as the spirochete has been found in the milk 
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of nursing mothers the infection would 
easily be passed on to the child. 

Fordyce and Rosen had a series of 140 
cases of children, born of mothers with 
+ + + Wassermann; 88 had evidence of 
syphilis, the Wassermann was positive in 
all, and clinical manifestations in 20. All 
were treated with neoarsphenamine and 
mercuric chloride, with good results. 





Preoperative Treatment of Exoph- 
thalmic Goitre, with Special 
Reference to Lugol’s Solution 
of Iodine. 


Jackson (American Journal of Surgery, 
December, 1923) states that he has treated 
in the last six months preoperatively with 
Lugol’s solution more than thirty patients 
with exophthalmic goitre. The basal meta- 
bolic rate in these patients has been reduced 
an average of 20 per cent and the clinical 
improvement was proportional. They be- 
came quiet and composed. The staring ex- 
pression so characteristic of the disease 
disappeared within twenty-four hours after 
treatment was instituted. They no longer 
thrashed about in bed or chafed their ex- 
tremities until they became inflamed and 
sore. The irritating skin lesions that some- 
times accompany exophthalmic goitre dis- 
appeared within a few hours. The heart 
became quieter and ceased to pound and 
palpitate and disturb the patient. Exoph- 
thalmos, however, persisted until after 
operation. 

Up to a certain point patients show 
marked improvement. In some cases the 
basal metabolic rate drops from 60 to 40 
per cent, with a proportionate improvement 
in clinical symptoms. 

With experience in the treatment of these 
patients ligations may undoubtedly be dis- 
pensed with in about 75 per cent of the 
cases. This estimate includes all patients 
except those in advanced stages of the dis- 
ease or those in whom there is a marked 
cardiac dilatation or renal involvement. In 
all cases the risk of operation is greatly 
reduced. 

The dosage has not yet been definitely 
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determined. In some cases six drops a day 
for four days causes marked improvement. 
In others ten drops a day for ten days does 
not yield as satisfactory results. Benefit 
from the treatment is determined by esti- 
mates of the basal metabolic rate and ob- 
servations on clinical improvement. Within 
certain limits there is marked amelioration 
of symptoms in most patients. 

Lugol’s solution is especially valuable in 
patients who are seen for the first time in a 
crisis. If the patient is vomiting, it may 
be necessary to give Lugol’s solution by 
rectum. 

In rather toxic cases ten drops of Lugol’s 
solution may be given every three hours 
postoperatively until the pulse and tempera- 
ture remain normal. If the patients are 
extremely toxic, the dosage may be in- 
creased by giving ten drops every hour. 

With the exception of digitalis and Lu- 
gol’s solution drugs are of little value in the 
preoperative treatment of exophthalmic 
goitre. It is advisable to digitalize all pa- 
tients with exophthalmic goitre who give 
evidence of cardiac dilatation, myocardial 
degeneration, or edema of cardiac origin. 
Tincture of digitalis is given in doses of 1 
to 2 cc three times a day by mouth, the 
amount depending on the individual case. 
The drug is discontinued when the patient 
complains of nausea and anorexia and be- 
fore the onset of vomiting. Thirty cubic 
centimeters is usually sufficient. 

The diet should be made up largely of 
fats and carbohydrates, and the patient en- 
couraged to eat as much as or more than he 
wants. In order to maintain body weight 
a minimum of 4000 calories a day should 
be taken. During a crisis the patient’s appe- 
tite may be as bizarre as that of a pregnant 
woman; the mere sight of a hospital tray 
may induce a spell of vomiting. Special 
effort should be made to tempt the patient 
with something that he craves, be it wild 
cherries or chili con carne. 

Vomiting during a crisis cannot be con- 
trolled by drugs. A dry diet consisting only 
of crackers, toast, or bread should be tried, 
and fluids supplied by rectum or subcutane- 
ously. 
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Cathartics, except an occasional small dose 
of magnesium sulphate or one of the mild 
laxatives, contraindicated. As the 
gastrointestinal tract is already in an irri- 
tated state, diarrhea may be induced by 
cathartics. 

Among the necessary precautions to pre- 
vent complications is preoperative examina- 
tion of the vocal cords, which should be 
done in all cases. If one vocal cord is par- 
alyzed, injury to the other cord at the time 
of operation will produce serious conse- 
quences. The basal metabolic rate, renal 
function and condition of the heart should 
be ascertained as well as the blood-pressure, 
pulse-rate, and temperature. 

Plummer maintains that exophthalmic 
goitre progresses by a series of waves, or 
crises, and that operation should never be 
attempted while on the rise or at the crest 
of a wave. Crile operates on all patients 
with exophthalmic goitre one week after 
they are admitted to the hospital, providing 
they have been properly digitalized and the 
renal function is normal. He contends that 
the disease is in an active progressive state 
and that the sooner the operation is per- 
formed the sooner it will be checked and 
further damage prevented. 


are 





Treatment of Acute Primary Infections 


of the Hand. 


As one of a series of contributors to this 
topic (British Medical Journal, Dec. 1, 
1923) WILKIE notes that in the pulp of the 
digits—that is, the soft part on the palmar 
aspect of the terminal phalanges—dense, 
fibrous septa, extending down to the 
periosteum of the phalanx, enclose the fatty 
tissue, and infection of this tissue leads to 
great tension with necrosis, which is very 
apt to involve the bone. In the palm of the 
hand we have the deep cellular spaces so 
clearly demonstrated by Kanavel, of which 
the two most important are the middle 
palmar and the thenar spaces. Situated 
deep to the dense palmar fascia and the 
long tendons, and just in front of the 
interossei muscles, a collection of pus in the 
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former space will point along the lumbrical 
muscles of the third, fourth, and fifth 
digits; in the thenar space it will tend 
to point to the radial side of the index- 
finger. A knowledge of the existence and 
the boundaries of these spaces will enable 
us to recognize and drain a collection of 
pus in either or both of them before irre- 
trievable damage has been done to the 
hand. 

An accumulation under tension in a 
tendon sheath will, besides endangering the 
vitality of the enclosed tendons, tend to 
rupture either into one of the palmar spaces 
or, in the case of the little finger and thumb 
—the ulnar and radial carpal burse—into 
the deep cellular planes of the forearm 
underneath the flexor communis digitorum. 
In the fingers these tendon sheaths have 
such intimate relationship to the first inter- 
phalangeal joints, that infection of these 
joints is a common sequel to an infective 
tenosynovitis. 

Two main types are met with—the one 
the lymphatic, the other the suppurative 
infection. The latter may be subdivided 
into that involving the cellular tissues of 
fingers and hand, and that involving mainly 
the tendon sheaths. Infection of bones or 
joints is almost always secondary. 

Lymphatic infection is the type in which 
the life of the patient is seriously threat- 
ened. The infection, usually gaining 
entrance by a prick or scratch, leads within 
a few hours to a local congestion, associated 
with red lines up the arm, some swelling of 
the axillary lymph glands, and definite con- 
stitutional symptoms, characterized by a 
rigor, rise of temperature, and malaise. 
The infecting organism is almost invariably 
the streptococcus, and the danger of septi- 
cemia is a very real one. There should be 
little difficulty in distinguishing this type 
from the other infections of the hand. It 
is vital that a correct diagnosis should be 
made, as the treatment of such infection is 
altogether different from that of suppur- 
ating whitlow. 

Suppurative cellulitis may occur in any 
part of the hand, but there are two situa- 
tions where it is specially liable to arise and 


where its early recognition is particularly 
desirable. One is in the tip of the finger, 
where the dense unyielding fibrous septa 
may confine pus under tension and lead to 
extensive necrosis of soft parts and bone. 
The other is deep in the palm of the hand, 
where, encased by the dense palmar fascia 
in front and by the bones and interossei 
muscles behind, the pus may accumulate 
under tension until, forcing its way along 
the lumbrical canals, it appears at the roots 
of the fingers. While such cellular tissue 
infection may extend to and involve the 
tendon sheaths, it may, and frequently 
does, occur independently ; hence the impor- 
tance of recognizing it and -draining it 
along anatomical lines. 

In passing one must refer to the infec- 
tion so commonly met with in the nail-fold. 
Commencing as a cellulitis round the root 
of the nail and discharging between the 
fold and the nail, this infection may spread 
under the nail and require its total or 
partial removal, but more frequently it is 
troublesome in that it leads to a chronic 
discharging sore under the fold, if not 
treated on rational lines. 

Tendon sheath infection may begin as a 
primary infection of the sheath from a 
direct wound; more often, however, it is a 
complication of a lymphatic infection of a 
finger. In the early stages of infection the 
sheath fills with a turbid, glairy fluid which 
rapidly tends to assume the character of 
pus. Owing to the limited capacity for 
expansion the exudate rapidly accumulates 
under tension, which compromises the 
vitality of the serous lining and of the 
tendons enclosed within. An early rupture 
of the sheath might possibly save the 
tendons; more often, however, the latter 
necrose unless the infection be very mild 
or early surgical relief be given. In any 
case the injury of the serous lining is apt 
to be followed by fibrous adhesions, con- 
tracting the sheath and fixing it to the 
tendons within. The essential features of 
tendon sheath infection are the early 
development of tension and the precarious 
nutrition of the structures within the 
sheath. 
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Seldom primary, bone and joint infec- 
tion may, and often does, involve the 
phalanges and interphalangeal joints. The 
most frequent examples are the necrosis of 
the distal phalanx in finger-pulp infec- 
tion and the involvement of the first 
interphalangeal joint in cellulitis or tendon- 
sheath infection of a digit. The rapid 
destruction of the articular cartilage and 
the softening of the lateral ligaments 
determine a loss of function in the joint 
even should the infection subside. 

In no surgical condition is accurate 
diagnosis so essential for rational and suc- 
cessful treatment as it is in hand infections. 
For accuracy in diagnosis an intelligent 
knowledge of the pathology of such infec- 
tions is indispensable. 

In the first place we must decide which 
type of infection is present. Is it an acute 
lymph infection, not walled off but spread- 
ing by lymphatic paths and threatening 
dangerous septicemia? The marked con- 
stitutional disturbance, the slight local 
swelling, the red lines up the arm, will 
seldom leave us in doubt. Is the infection 
a suppurative one involving cellular spaces 
but sparing the tendon sheaths? If local- 
ized to the tip of the finger with tense and 
tender pulp we immediately suspect sup- 
puration, enclosed in the dense tissue in 
front of the distal phalanx. If there is 
marked swelling of a finger and of the 
hand we must decide whether or no a 
tendon sheath is involved or whether the 
suppuration is limited to cellular planes. A 
slight prominence of the palm with marked 
edema of the dorsum of the hand makes us 
immediately suspect suppuration in the 
middle palmar space, the more so if a 
swelling is appearing in the cleft between 
the fingers. The uniform swelling of the 
finger, the flexed position, the pain on 
passive extension, and the exquisite tender- 
ness when pressure is made over the 
proximal part of the palmar aspect of the 
finger, will leave little doubt that the tendon 
sheath is involved. It may be that the 
latter picture is combined with that of 
palmar space infection, and we recognize 
that an infected tendon sheath has ruptured 
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into the palm. The swelling on the dorsum 
of the hand is seldom more than edema, 
and will always make us search for evi- 
dence of pus in front. In the case of the 
thumb and little finger we may find the 
swelling extending to the wrist and forearm 
and we examine for evidence of suppura- 
tion in the radial or ulnar burse, and 
possible extension to the deep cellular 
planes of the forearm into which the pus 
may have broken through. Finally, we 
determine whether there be signs of bone 
or joint involvement. 

The worst infections of the hand usually 
start from small and trifling lesions, hence 
the importance of prophylaxis in the shape 
of prompt antiseptic dressing of all wounds 
in factories, workshops, and other centers 
of organized industry. For infections 
already established certain principles apply 
to infections of the hand: 

Nature’s effort to localize and restrict 
the spread of the infection must be aided 
and not combated. 

Where the products of bacterial activity 
and tissue-cell death accumulate under 
tension, relief must be given by incision at 
the earliest possible moment. 

Where spreading suppuration is present 
large incisions allowing of free drainage 
will cause less disability than smaller 
incisions with more protracted suppuration. 

Rest to an inflamed part is an important 
factor in aiding speedy localization and 
resolution. 

In a member such as the hand function 
means mobility, which in its turn depends 
on the smooth working of joints and glid- 
ing of tendons within their sheaths. While 
the first principle in treatment will there- 
fore be the rapid arrest and localization of 
infection, this must be effected with the 
minimum of interference with the subse- 
quent mobility and functional usefulness of 
the hand. 

As to acute lymphatic infection, incision 
should not be made at the point of infec- 
tion during the early stages. Moist hot 
applications, passive hyperemia by elastic 
bandage to the upper arm, fluid in large 
quantities by mouth and rectum and large 











doses (50 cc) of polyvalent antistrepto- 
coccic serum are indicated. 

In regard to antistreptococcic serum, 
many are skeptical as to its value. In many 
of these cases it gives great help. In most 
instances no incision is ever required, but 
in an infection starting as the lymphatic 
type we may have secondary involvement 
with suppuration of the cellular spaces and 
tendon sheaths of the hand, when active 
surgical interference will be called for. 

In the treatment of suppurative cellulitis 
early incision with free drainage is always 
indicated. In the finger pulp two lateral 
incisions will completely relieve tension, 
and, if made in time, will save the phalanx 
from necrosis. For deep suppuration in 
the palm an incision is made in a cleft 
between two fingers and a sinus forceps 
thrust in along a lumbrical canal. If this 
gives inadequate drainage the web of the 
finger may be split up into the palm. 
For suppuration in the thenar space 
through-and-through drainage of the first 
interosseous space is essential. Incisions on 
the dorsum of the hand are very seldom 
required, for the swelling of the dorsum 
rapidly subsides when the palmar collection 
is drained. 

In the severe cases of nail-fold infection 
it may be necessary to throw up the nail- 
fold by a lateral incision at either side and 
remove part of the nail. As a rule, how- 
ever, the pus will already have made its 
way out under the fold. The essential for 
rapid healing in such cases is to pack in 
strands of gauze between the nail and the 
fold by means of the blunt end of a straight 
sewing needle. 

In the treatment of infective tenosynovi- 
tis free incision with adequate drainage is 
necessary at the earliest moment possible. 
For this, as for the operative treatment of 
all extensive hand infections, a general anes- 
thetic should be administered, otherwise in- 
adequate drainage is all too likely. A tour- 
niquet in the form of an Esmarch bandage 
to the upper arm is advisable, for not only 
does the surgeon obtain a clear view of the 
infected region and its extent with a mini- 
mum of hemorrhage, but by leaving on a 
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few turns of the bandage at the conclusion 
of the operation a suitable degree of pas- 
sive congestion may be maintained and dan- 
gerous toxic absorption be diminished. 

The opening of infected tendon sheaths 
should err on the side of completeness, and 
no thought of subsequent scars should ham- 
per one in providing the freest drainage. If 
necessary the anterior carpal ligament may 
be split in order to insure no retention above 
it owing to adhesions. If the suppuration 
has extended into the forearm a lateral in- 
cision is made on either side, just in front 
of the bones, and a forceps thrust through, 
giving free exit to pus burrowing upward 
under the anterior group of forearm mus- 
cles. It is a good rule to make all incisions 
sufficiently free to render the use of drain- 
age tubes unnecessary. The less in the 
shape of foreign bodies introduced into the 
wounds the less will be the subsequent 
fibrosis. 

Moist dressings and hot saline baths for 
the first few days should be the rule; they 
should be stopped, however, as soon as the 
acute inflammation has subsided, otherwise 
the tissues become soft and sodden, and 
resolution is delayed. Inthe case of cellu- 
litis, rest should be instituted until the in- 
fection shows patent signs of becoming 
localized. Thereafter the sooner movement 
is encouraged and persevered in the better. 
In tendon-sheath infections the earlier the 
movement the fuller will be the ultimate 
function. With free incisions, passive and 
active movements facilitate drainage, in- 
crease the blood supply, and minimize ad- 
hesions. As the inflammation subsides sys- 
tematic exercises should be carried out 
every day, and the patient encouraged to 
strive after a daily advance in the range 
of movement. To leave restoration of func- 
tion until the wounds have practically 
healed is to compromise the ultimate utility 
of the hand. 

When sloughing of the tendons in one 
finger has occurred the treatment to be 
adopted will depend on whether the patient 
is a manual laborer or no. If the former, 
then amputation of the finger should be re- 
sorted to. To save the finger is only to 
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lose time, as a stiff finger is always in the 
way. There is, however, a time to ampu- 
tate and a time to wait. An amputation 
during the stage of acute reactive cellulitis 
may lead to a flare-up with lymphangitis or 
spreading infection in the hand. It is al- 
ways wise to wait until the acute inflamma- 
tion is obviously on the wane before having 
recourse to amputation. In the case of pa- 
tients who do not labor with their hands 
the finger should be preserved. The thumb 
is an exception to this rule and should al- 
ways be preserved. The same rules should 
hold good when a joint is disorganized. 





The Relationship of Jejunal Ulcer to the 
Use of Unabsorbable Sutures. 


RENToN (Glasgow Medical Journal, 
December, 1923) notes that the two chief 
explanations which have been given of the 
occurrence of jejunal ulceration following 
the operation of gastroenterostomy are: the 
altered conditions produced by the opera- 
tion which allow the acid gastric juice to 
come in contact with the jejunal mucosa; 
some error of technique in the performance 
of the anastomosis. While the latter is 
probably only a predisposing cause of the 
condition, it is of special importance to the 
surgeon, as it is one which is directly under 
his own control. 

Of the various factors concerned in the 
formation of the anastomosis, the use of 
unabsorbable sutures has received consid- 
erable attention. 

Wilkie, Wright and von Haberer have 
all expressed the opinion that the use of 
unabsorbable suture favored the develop- 
ment of jejunal ulcer. 

Woolsey records a case in which 
symptoms of jejunal ulcer were present 
two years after gastroenterostomy, a per- 
manent Lembert and an absorbable inner 
suture having been used. At operation the 
unabsorbable suture was found hanging in 
the lumen, but without ulceration. This 


was removed, and the symptoms were 
He considers that permanent 
sutures are probably always extruded into 
the bowel and should not be used. 


relieved. 
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Judd quotes a case operated on by 
Sistrunk, in which a heavy silk suture was 
found in the lumen of the bowel twelve 
years after gastroenterostomy, although 
there was no definite ulceration in this case. 

Renton concludes his paper with the 
statement that an unabsorbable Lembert 
suture tends to work its way into the lumen 
of the bowel, finally to be cast off com- 
pletely, and during this process it is 
obviously a source of irritation and infec- 
tion. 

This would appear to occur even where 
the mucosa has not been penetrated in the 
insertion of the suture, although where it 
has it probably occurs more rapidly. 

There is at least sufficient evidence of 
these unabsorbable sutures being a predis- 
posing cause of jejunal ulcer to justify 
their being discontinued. 

Chromic sutures are perfectly efficient 
for the anastomosis, and with them com- 
plete and permanent ‘healing is more cer- 
tainly obtained. 





Blood Chemistry and Kidney Function 
Tests and Their Relation to Kidney 
and Bladder Surgery. 


Mettzer (Urologic and Cutaneous Re- 
view, November, 1923) states that one can- 
not overestimate the extreme importance of 
carrying out these tests before operating 
for any kidney condition. They tell whether 
the opposite kidney can alone cope with the 
body metabolism, when surgical relief is 
afforded. The intravenous dye tests should 
be employed in all surgical conditions of 
the kidney, whether they be infections, cal- 
culi, tumors or cysts, or in the obscure cases 
that present no distinctive objective signs, 
except varying degrees of pyuria or hema- 
turia. 

He holds that kidney function is accurate- 
ly measured by two methods, which should 
always be done coincidentally. Blood chem- 
istry reveals whether or not there is a re- 
tention of nitrogenous waste products. The 
dye tests determine the total or separate 
excretory power. Blood chemistry and 
total ’phthalein are essentially helpful in 
the prognosis of prostatic cases. Blood urea 











nitrogen is the most delicate and most im- 
portant index of retention and toxemia. 
Next in importance is creatinine, which 
usually shows a rise after the blood urea 
has already shown an increase. A rise in 
these indicates bilateral renal insufficiency, 
and in such event only urinary drainage by 
cystotomy under local anesthesia is per- 
‘missible. When the urea is above thirty, 
and creatinine up to three or over, the prog- 
nosis is serious. 

The intramuscular ’phthalein test meas- 
ures total kidney excretory power, and its 
main use is in obstructive prostatic cases. 
A two-hour reading of 20 per cent or lower 
indicates bilateral renal insufficiency, and 
the prognosis is grave. This is associated 
with a high urea and creatinine. 

The intravenous use of ’phthalein or in- 
digo carmine reveals the individual excretory 
power of each kidney, and the ability of the 
presumably good kidney to carry on the 
work formerly done by two good kidneys. 
No kidney should be operated upon until 
one of these tests is employed. The 
*phthalein test is the more accurate one, and 
as a general rule a healthy kidney excretes 
one per cent per minute. The intravenous 
method is always done in conjunction with 
cystoscopy, ureteral catheterization, and 
where possible with x-ray and pyelograms. 


Repair of the Common Bile Duct. 


Fow.Ler (American Journal of Surgery, 
December, 1923) reports the case of a wo- 
man of fifty, whose gall-bladder had been 
drained twenty years before, incident to 
biliary colic. The second operation was 
performed in 1920, disclosing empyema of 
the gall-bladder with stone in the cystic 
duct and the bladder. Cholecystectomy was 
performed; from a drainage-tube placed in 
contact with the ligated duct gall escaped 
and the stools became clay colored. On the 
twenty-third day the abdomen was opened 
again; the fistulous tract was traced to an 
opening in the common duct which was 
found to be patent. A T-tube was intro- 
duced and sutured in place, the duct being 
sutured about the tube. 
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On the twenty-second day following op- 
eration the tube was tied off. The dressings 
continued to be saturated with bile and the 
movements were clay colored. Each day 
the tube was clamped off for a while, and 
on the thirty-eighth day the tube was 
clamped off continuously. The patient had 
a brown evacuation and the discharge from 
around the tube stopped. 

A few weeks later the tube was removed 
after having been tied off one or two days 
at a time, without leakage. After the re- 
moval of the tube the patient became jaun- 
diced, and her stools were clay colored and 
urine dark. Fowler on operation found that 
the common duct was represented by a 
short stump about an inch long ending in a 
mass of scar tissue. The duodenum was 
mobilized, and the termination of the com- 
mon duct into this portion of the bowel 
was identified. The middle portion of the 
duct was scar tissue. Between the liver and 
duodenal ends of the duct no connection 
could be demonstrated, the separation being 
about one inch. The scar tissue was in- 
cised in the normal axis of the duct, was 
cut away from the ends of the duct, anda 
T-tube was inserted, one end going well up 
into the liver and one into the duodenum. 
Over this tube the scar tissue was sewed 
in two layers. The tube drained four or 
five ounces of bile each day, the stools re- 
mained clay colored, the jaundice cleared 
up slowly. On the eleventh day the stools 
were light brown. There was a moderate 
amount of leakage about the tube. On the 
twentieth day the tube was clamped off for 
two hours, on the twenty-first day for three 
hours. There was no leakage around the 
tube during the period of clamping, which 
was increased until finally it was kept 

closed for from one to three days at a time. 
The stools became normal in color, the 
jaundice cleared. 

The patient was discharged on the thirty- 
fifth day with a T-tube still in place. The 
tube was finally removed more than six 
months after the reparative operation. Two 
years later the patient was free from symp~ 
toms. She gained 33 pounds, was in per- 


fect health, and could eat anything. 








THE TREATMENT OF THE CoMMON DISORDERS OF 
DicesTion. By John L. Kantor, Ph.D., M.D. 
Illustrated. The C. V. Moseby Company, St. 
Louis, 1924. Price $4.75. 

Dr. Kantor is the Chief in the Depart- 
ment of Gastrointestinal Diseases in the 
Vanderbilt Clinic of New York, and is also 
connected with this same department in the 
Montefiore Hospital for Chronic Diseases. 
He has presented the profession with a 
volume of 240 pages of text in large print 
and heavily leaded, containing many x-ray 
pictures which are much better reproduced 
than is usually the case in books or journal 
articles. The design of the author is to pre- 
sent a text which will serve as a guide in 
the treatment of those forms of digestive 
disorder which most commonly come to the 
general practitioner of medicine. Naturally 
in such a topic the author has given weight 
to drug therapy and dieto-therapy. Indeed 
without the latter the drug therapy must 
often fail, and for this reason he gives us 
diet lists, which, with some exceptions, are 
based on those in use at the Vanderbilt 
Clinic, which means, of course, that they 
are the result of long experience. 

The text is divided into fifteen chapters, 
the first of which deals with the general 
management of such cases, including physi- 
cal therapy, lavage, and hydrotherapy. The 
author then deals with such subjects as 
gastric irritation, the treatment of gastric 
and duodenal ulcer, to which he devotes two 
chapters, the treatment of constipation 
(three chapters), another chapter upon the 
treatment of gall-bladder disease, in which 
he does not discuss surgery, but various 
medicinal and dietetic measures, and this is 
followed by two chapters upon the treat- 
ment of different types of diarrhea. The 


last chapter is entitled “The Treatment of 
Headaches Associated with Indigestion,” 
but he briefly includes in this chapter neu- 
rasthenic headaches, headaches due to auto- 
intoxication, migraine and pituitary head- 
aches. 


Reviews 


It is very evident from what we have 
said that the book is definitely intended for 
the medical clinician. It fills this rdle very 
well indeed, and the text shows that the 
author has drawn more largely from his 
own experience than the experience of 
others, although at the close of the volume 
there is an authors’ index, showing that he 
has controlled his own statements by a care- 
ful going over of much of the literature 
which is generally considered valuable. 


PATHOLOGIE DES GLANDES ENDOCRINES: TROUBLES 
vu D£veELopPpEMENT. Fascicule VIII du Nou- 
veau Traité de Médecine publié sous la direc- 
tion de MM. G.-H. Roger, F. Widal, P.-J. 
Teissier. I vol. in-8 de 456 pages avec 107 
figures dans le texte et une planche en couleurs. 
(Masson et Cie., Ed'teurs.) 40 fr. 

The French school has had a large share 
in the development of our knowledge as 
well as of our pseudo-knowledge of endo- 
crinology. Both the true and the question- 
able are represented in the present volume, 
which deals with the endocrine glands and 
the diseases referred to them, as well as 
with disturbances of general bodily devel- 
opment. The references are in chief meas- 
ure to French literature, the important work 
of American writers in the field of en- 
docrinology being largely ignored. Some 
of the chapters seem to have been prepared 
a long time ago, for there is no reference— 
at least the reviewer was unable to find it— 
to Kendall’s discovery of thyroxin, thyreo- 
globuline still being considered the essential 
principle of the thyroid gland. The work 
of Engelbach, Timme and other well-known, 
conscientious American endocrinologists is 
not mentioned. 

In the section on exophthalmic goitre one 
misses a discussion of Plummer’s work. 
The wonderful surgical results achieved in 
American clinics, except for one brief ref- 
erence to a small series from the Mayo 
Clinic, are not noticed. In the treatment of 
exophthalmic goitre radiotherapy is highly 
recommended. Little is said about puberty 











goitre, and nothing at all about the work of 
Marine on the preventive treatment of this 
and endemic goitre, although iodine is 
recommended in the treatment of the latter. 
In the discussion of Fréhlich’s syndrome 
called Babinski-Froéhlich’s syndrome by 
the French—reference is made to the view 
now gaining ground, namely, that the syn- 
drome in question is due to a lesion in the 
tuber cinerium rather than to one of the 
hypophysis. 

The volume is well illustrated, but as in- 
dicated above, some of the subjects treated 
are not sufficiently modernized to be satis- 
factory. 





D. R. 


NATIONAL HEALTH Serres. The Funk & Wagnalls 

Company, New York, 1924. 

In a recent issue of the THERAPEUTIC 
GAZETTE we noted the appearance of the 
first four volumes of this set of tiny book- 
lets, containing an average number of 70 
pages, and selling for the set of twenty 
volumes at $6, or at 30 cents per volume. 
The cover is an imitation leather and flexi- 
ble. Our good opinion of these volumes 
was expressed in the previous note. The 
present five deal with “Food for Health's 
Sake and What to Eat,” by Lucy H. Gil- 
lett ; “The Quest for Health,” by James A. 
Tobey; “The Young Child’s Health,” by 
Henry L. K. Shaw, M.D.; “The Human 
Machine, or How Your Body Functions,” 
by William H. Howell, M.D.; and “Taking 
Care of Your Heart,” by T. Stuart Hart, 
M.D. 

It will be recalled that in our review of 
the earlier volumes we expressed the opin- 
ion that the authors had been successful in 
dealing with difficult themes in that the ad- 
vice which they give is not prone to increase 
the difficulties of the practitioner of med- 
icine on the principle that a little knowledge 
is a dangerous thing for his patients, and 
that the text is brief and concise enough to 
encourage the layman and laywoman to 
read it through from cover to cover. In the 
volume on “Taking Care of Your Heart,” 
Dr. Hart, at the close of his ninth chapter, 
when dealing with the relation of heart 
disease to pregnancy, says that “if the 
heart is doing its work efficiently under 
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ordinary conditions of life and the under- 
lying cause of disease has ceased to exist, 
it is probable that pregnancy can be under- 
taken without danger.” We quote this 
sentence as an illustration of many other 
safe and sane statements which can be 
found scattered through these little hand- 
books. 


Pepratrics. By Various Authors. Edited by Isaac 
A. Abt, M.D. Volume III, illustrated. W. B. 
Saunders Company, Philadelphia, 1924. Price 
$10 per volume. 

We have already in a previous issue called 
attention to Volumes I and II of this monu- 
mental work upon Diseases of Children. 
The present volume, with 223 illustrations 
scattered through its pages, deals with such 
subjects as the “Nem” System of Nutrition 
by Pirquet, followed by a chapter on the 
Physiology of the Gastrointestinal Tract of 
Infants and Children; Intestinal Bacteri- 
ology; Diseases of the Mouth and Tongue 
and the Post-Pharyngeal Region; Diseases 
of the Upper Jaw, including Orthodontia ; 
Affections of the Cervical Lymph-nodes and 
of the Salivary Glands; and then follow 
chapters upon Disorders and Diseases of the 
Alimentary Canal, including also the Physi- 
ology of Respiration. After this there are 
separate chapters upon Diseases of the Nose 
and Paranasal Sinuses, five chapters upon 
Diseases of the Respiratory Tract, and a 
final chapter upon Pneumonia. As nearly 
every author in this volume is well known 
as a pediatrician, and as the material has 
been most carefully edited, all the words of 
praise applied to Volumes I and II may be 
repeated here. 


DIFFERENTIAL DraGNnosis. Volume II, third edi- 
tion, revised. By Richard C. Cabot, M.D. II- 
lustrated. The W. B. Saunders Company, Phil- 
adelphia, 1924. Price $9. 

This book is founded upon the method 
of case reports with a discussion of the 
measures which have been or can be used 
in reaching a final diagnosis. Naturally, 
little if anything is said in regard to treat- 
ment. The first edition appeared in 1914. 
The author tells us that the case reports in 
the present edition remain unchanged, but 
that in discussing these particularly with 
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reference to abdominal and other diseases 
the discussion has been considerably modi- 
fied and enlarged, but he adds that there 
still remain words or phrases in the text of 
some of the cases which should be modified 
to bring the book completely up to date. 
This is a frank statement, qualified in the 
next sentence with the further remark that 
most, if not all, of these desirable changes 
are concerned with unessential matters. 

The volume contains 254 illustrations 
within its 709 pages, is well printed, and 
well illustrates the constant clinical activi- 
ties of its author. 


THe MANAGEMENT OF DraBeTEs. By George A. 
Harrop, Jr.. M.D. With an introduction by 
Walter M. Palmer, M.D. The Paul B. Hoeber 
Company, New York, 1924. Price $2. 

Dr. Harrop, who is Associate in Medicine 
in Columbia University, presents a manual 
for physicians and nurses based upon a 
course of instruction given at the Presby- 
terian Hospital, New York. This course 
of instruction was given to postgraduate 
medical men, and numerous members of the 
staff of that institution contributed to it. 
The text is divided into eleven chapters, the 
first of which very properly deals with 
metabolism and its derangement in diabetes ; 
the next with the normal acid-base mechan- 
ism and its derangement in acidosis. After 
this comes a chapter upon insulin and its 
physiological effects, and then the text pro- 
ceeds to the practical application of insulin 
in the treatment of acidosis and coma and 
the other complications of this disease. 
The concluding chapters deal with dietetics, 
tables of food values, and useful recipes. 


SciENcE AND ArT oF ANESTHESIA. By William 
Webster, D.O., M.D., C.M. Illustrated. The 
C. V. Moseby Company, St. Louis, 1924. 
Price $4.75. 4 
The author of this book is Professor of 

Anesthesiology in the University of Mani- 

toba Medical School and Chief Anesthetist 


to the Winnipeg General Hospital. Prior 


to holding these offices he was Professor 
of Practical Pharmacology in the same 
institution. 

Like nearly all, if not all, the text pub- 
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lished by this publication house, the paper, 
type, and leading are excellent. 
ter on local anesthesia is intentionally con- 


The chap- 


densed, since it is best covered by special 
works devoted to that subject. There are 
37 illustrations designed to elucidate the 
text, and the author not only deals with 
chloroform, ether, and nitrous oxide, but 
with ethyl chloride, ethyl bromide, somno- 
form, and the relatively new anesthetic 
ethylene, and discusses the choice of an 
anesthetic, depending upon the operation 
which is to be performed. There is space 
devoted to the heating of anesthetic gases, 
and a very important chapter is that of the 
effect of temperature and moisture on post- 
operative cases. Without doubt these con- 
ditions are also of importance during the 
operation. Rectal anesthesia is also con- 
sidered. 


OPERATIVE SuRGERY. In Six Volumes (Volume 3). 
By Warren Stone Bickham, M.D., F.A.C.S._ II- 
lustrated. W.B. Saunders Company, Philadel- 
phia and London; 1924. Cloth, $10.00 per vol- 
ume. Index Volume Free. 

The comment, entirely favorable, already 
published on the first two volumes of this 
extraordinary work is more than justified 
by the third volume, which deals with Op- 
erations upon the Eyes and their Accessory 
Structures, the Ears and their Adjacent 
Structures, the Nose, the Osseous Air- 
sinuses of the Head, the Cheeks, the Lips 
and Teeth, the Hard and Soft Palates, the 
Tongue, the Pharynx, the Salivary Glands 
and their Ducts, the Larynx, the Trachea, 
the Esophagus, the Thyroid Gland, the Thy- 
mus Gland, the remains of the Thyreoglos- 
sal Duct, and of the Branchial Clefts, 
Supernumerary Ribs, the Carotid Body or 
Gland, other Operations upon the Neck and 
Breast, Thoracic Wall and its Contents. 

The illustrations alone number more than 
1200 in this volume, 6378 in the entire 
series, admirably done, if at times something 
diagrammatic, illustrating most lucidly the 
methods described, and in themselves illum- 
inating to one whose activities have been 
confined to a single line of surgery and who 
is unaware of the enormous progress made 
in both armamentarium and manipulation. 
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In the chapter upon Operations on the 
Eyes and Their Accessory Structures it is 
interesting to note the systematic arrange- 
ment of the subjects. There is first a sec- 
tion devoted to the Appendages of the Eyes, 
beginning with an operation for Asymmetric 
Eyebrows. Thereafter are taken up surgi- 
cal procedures applied to the eyelids, the 
conjunctiva, and the lacrimal apparatus, in- 
cluding the nasal duct. Thereafter are con- 
sidered the coats of the eye, the outer or 
fibrous coat, the intervascular coat, and the 
inner coat. Under this subheading, of 
course, come Operations on the Cornea, Re- 
moval of Foreign Bodies from this Struc- 
ture, Treatment of Wounds, Paracentesis, 
Keratotomy and Keratectomy. Corneal 
Transplantation receives a brief notice. The 
various operations on the Sclera and upon 
the Iris are described in perhaps no such 
detail as required by the eye specialist, but 
in such wise as is most instructive to the 
general surgeon. Considerable space is de- 
voted to the crystalline lens. Shortening of 
the muscles is described, and Operation for 
the Enucleation of the Eye and the adapta- 
tion of artificial eyes in general are consid- 
ered in such manner as will be helpful to 
the general practitioner. 

There is a brief but excellent section upon 
operations upon the auricles, with some 
helpful observations upon artificial ears. 

The section devoted to Foreign Bodies, 
Exostosis and Infections is adequate for 
the purpose of the general surgeon. 

To Rhinoplasty many pages are devoted 
and a number of operations for the correc- 
tion of nasal defects are clearly described. 
The paragraphs bearing on Artificial Noses 
will be helpful to many who are not aware 
of the relative perfection of these appli- 
ances. The various ingenious means of ac- 
cess for intranasal surgery and for reaching 
the sinuses are fully described and _ illus- 
trated. 

There is a short but excellent chapter on 
operations for the repair of the cheeks; a 
perfectly full and satisfactory section on 
Operations on the Lips and Palate; here, 
again, the inclusion of a section devoted to 
prosthetic devices is most serviceable. 


REVIEWS 
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The surgical procedures applicable to the 
Tongue, the Pharynx, and the Larynx, pre- 
ceded as is each by a brief discussion of the 
surgical anatomy, will be found particularly 
serviceable to the operator, as will, to him 
who wishes to prepare himself for this 
work, the section devoted to Operations on 
the Larynx; Operations on the Esophagus 
and Thyroid Gland are described with 
Bickham’s characteristic clarity and direct- 
ness. 

The Breast receives detailed considera- 
tion which its importance from the surgical 
standpoint demands. 

The fifty-first chapter considers the gen- 
eral principles involved in intrathoracic 
surgery, an excellent and helpful discus- 
sion. Thereafter follow the details of opera- 
tion, many of them new to the profession 
at large, all of them in the line of modern 
progress. 

Bickham has contributed a work which is 
invaluable to the operating surgeon. 


THE Surcicat Cirnics or Nortu America. Phil- 
adelphia Number. W. B. Saunders Co., Phila- 
delphia and London, 1924. 

This is a particularly valuable contribu- 
tion to the Surgical Clinics in that it sets 
forth the extraordinary advances made by 
oscopists in the diagnosis and treatment of 
conditions which have been regarded for 
centuries as beyond medical or surgival help. 
Chevalier Jackson contributes two articles, 
one on Pyloroscopy, another entitled “A 
Chalk Talk on Gastrostomy.” His ability to 
demonstrate with singular clarity by means 
of chalk and a blackboard is only second to 
his extraordinary deftness with his instru- 
ments for inspection and correction of 
pathological conditions. He notes and 
proves that esophagoscopic examination 
should precede any form of treatment, ex- 
cept gastrostomy is needed because of water 
starvation. 

McCrae contributes an excellent article 
on the Diagnosis of Foreign Bodies in the 
Bronchus. Funk writes on the Relation of 
Bronchoscopy to the Treatment of Lung 
Suppuration. Pancoast deals with the X-ray 
Diagnosis of Surgical Conditions of the 
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Esophagus. Manges writes on the Roent- 
gen-ray Diagnosis of Non-opaque Bodies in 
the Air Passages. Lott describes a new 
diagnostic point in Tonsillar Focal: Infec- 
tions. Lukens Pulmonary Ab- 
scesses following Tonsillectomy with Cure 
Tucker de- 
Esophagostomy and 
Moore gives an article on 
and Pulmonary Abscess. 
Newcomet’s paper is on Radium in Cancer 
of the Larynx. Lewis writes on Radium in 
Cancer of the Mediastinum and Esophagus. 
Clerf presents a scheme of Bronchoscopic 
Lung Mapping in Diseases of the Lung and 
writes on Atresia of the Esophagus. Shal- 
low gives an improved technique in per- 
forming gastrostomy. 

This collection of papers forms a valuable 
contribution to the modern practice of Med- 
icine and Surgery. 


records 


by Bronchoscopic Drainage. 


scribes Retrograde 
Duodenostomy. 


Bronchiectasis 


HemorrHoips. By Arthur S. Morley, F.R.C.S. 
Eng. Henry Frowde and Hodder & Stoughton, 
London, 1923. 

This well-illustrated brochure of some 
hundred odd pages is written in the hope 
that the confusion which exists in the minds 
of many concerning the varieties of piles 
may be clarified, also for the purpose of 
showing that operation for internal hemor- 
rhoids is rarely necessary, these being more 
readily, safely and efficiently cured by in- 
terstitial injections, which the author holds 
do not cripple the patient even temporarily 
and spare him much pain, inconvenience, 
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and expense. The anatomical premises are 
brief, but lucid. As for Prophylaxis, the 
author suggests the use of a digestible mod- 
erate diet, non-indulgence in alcoholic 
stimulants, spices, and condiments; avoid- 
ance of constipation on the one hand, and 
of drastic purgatives on the other; and a 
sufficiency of exercise and of rest. 

He advises as a further means of prevent- 
ing local irritation the shunning of toilet 
paper, and the washing of the parts after 
defecation with water and cotton-wool and 
then drying with mops of dry wool. He 
holds the anal region should be cleansed 
once a day with soap and water. He also 
cautions against overindulgence in smoking. 

The treatment of thrombosed external 
hemorrhoids is by turning out the clot. 
Internal hemorrhoids are treated by inject- 
ing at each visit of the patient the internal 
hemorrhoids that are present. The injec- 
tion is made of 48 grains of carbolic acid 
to four drachms of a mixture of glycerin 
and distilled water, equal parts of each. 
This gives a 20-per-cent solution of carbolic 
acid. The total quantity of solution injected 
into’each pile is from 3 to 8 drops. The 
insertion of the needle is said to be painless. 
Relapse rarely occurs. In case of discom- 
fort the patient is directed to take a couple 
of aspirin tablets. The interval between 
treatments is one week. The author states 
there has been severe pain in less than one 
per cent of his cases, and more than 80 per 
cent have been entirely free from all symp- 
toms after treatment.. 





